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When a gentile laxative 


is needed... 
Andrews Liver Salt When 


may be indicated nourishment 


is the main problem... 


Branp’s Essence is a first-class protein of animal origin, 
in a form and strength that will not overtax a weakened 
system. Being partly hydrolized, it is capable of easy in- 
gestion, digestion and absorption. It isextremely palatable, 
and may be taken either as a jelly or as a liquid. It helps to 
support convalescence and assists in restoring a positive 
nitrogen balance. 

The major indications for the administration of Brand's 
Essence are loss of appetite during fatigue, acute infections, and 
dysphagia or digestive disturbances due to organic or bacterial 
lesions of the mouth, oesophagus and alimentary tract, and after 


APPROX. COMPOSITION 


Tartaric Acid 23% surgical procedures. 

Sodium Bicarbonate . se 23% The addition of Brand’s Essence to low residue and weight- 
Sulpheee (B.P. reducing diets is especially appreciated by the patient. 

Sugar * a 


SCOTT & TURNER LTD. ANDREWS HOUSE - NEWCASTLE-UPON-TYNE (BEEF OR CHICKEN) 
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MIDWIFERY FORCEPS Let your money 


FORGED FROM FINEST SHEFFIELD STAINLESS STEEL 


earn maximum | 
interest with security 
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: Equal to £6 19s. 2d. per 
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Inquiries invited for Obstetric Outfits and Instruments in general @ No depreciation rf it ee 
Secretary, 
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HOLborn 2268 (2 lines) Tel. : 
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nature’s androgen 
TESTOSTERONE BP 


without injection 


‘SUBLINGS’ 
TESTOSTERONE 10 mg. 


clinically effective and produce a |7-ketosteroid ex- 
cretion rate COMPARABLE TO THAT FROM THE 
SAME DOSAGE OF INJECTED TESTOSTERONE 


PROPIONATE 
Injections *SUBLINGS’ 
Testosterone Propionate B.P, TESTOSTERONE B.P. 10 mg. 
25 mg. daily One ‘ Subling t.ds. 
MG 24 HRS MGs24 HRS, 


In Males 


Supplementary Therapy : 
(1) Depression and Debility in middle-aged =| 
males where androgen therapy is indicated 
1 - 2 Sublings daily. 

Full Replacement Therapy : 

(2) As in Eunuchism and Eunuchoidism, etc. 


| Subling thrice daily. 
In Females fit 1 
6 120 144 168 192 


(1) Excessive Functional Uterine Bleeding : 


HOURS HOURS 
| - 3 Sublings daily for 3 - 4 days. Average INCREASE in 17-ketosteroid excretion 
(2) Inoperable Mammary Carcinoma : shown by patients treated with injections and 
2 - 6 Sublings daily. oe treated with ‘SUBLINGS’' TESTOSTERON 
pre-treatment levels were within the accepted 
PACKINGS limits of normal in all cases) 


25 ; 100 ; 500. 
Literature on request from 


ORGANON LABORATORIES LIMITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 
Telephone : TEMple Bar 6785-6-7 & 0251-2 Telegrams : Menformon, Rand, London 
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The case of Earias insulana 


4 


In Iraq, in recent years, cotton has become a 
crop of great importance — important not only 
for its value in world markets, but also because 
of its diversifying effect on the age-old rotations 
of irrigated land. 


By 1952, however, it was clear that the whole 
future success of this programme was seriously 
threatened by the caterpillar of a small moth 
Earias insulana, commonly called the spiny 
bollworm. This pest destroys flowers and 
young bolls, and the damage is increased by 
the entry of fungi and bacteria into the bore- 
holes. Complete crop destruction is not 
uncommon. The answer to this urgent pest 
problem has now been found — in endrin, one 


endrin, aldrin and dieldrin are 


For further information apply to your Shell Company. 
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of the. newer Shell insecticides. In the extensive 
trials of possible control materials only endrin 
gives consistently satisfactory control at reason- 
able cost. 

Now in widespread use throughout Iraq's 
cotton plantations, endrin at 4 Ib. per acre 
controls the spiny bollworm and helps local 
farmers to achieve greater prosperity. 

Endrin, aldrin, dieldrin . . . these three advanced 
insecticides developed by Shell are complementary 
to each other. Between them they control most of 
the major insect pests which menace agricultural 
production and public health throughout the 
world. 

Have you an urgent pest problem in your area? 


endrin 


Issued by The Shell Petroleum Company Limited, London, E.C.3, England. 
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The original 


Lente Insulins 


Novo Lente Insulin 


Novo Semilente Insulin 
Novo Ultralente Insulin 


All available in 40 and 80 units per mi. 


EVANS 


MeoicAL 


EVANS MEDICAL SUPPLIES LTD - LIVERPOOL AND LONDON 
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to counter 
the 


changing 


All the available evidence 
of the development of 
bacterial resistance 

points tothe? eed fora sufe 
and effective means of 
securing control of lo 
infections without the 
employment of those 
antibiotics which are o 
greatest value fo 
systemic use. 


bacterial 


ere- 


a new advance in wound therapy: 


FORMULA: Each gramme contains: 
Neomycin Sulphate 5mg. 

Zinc Bacitracin 250 units. 

1-Cystine 2mg. 

dl-Threonine 1 meg. 

Glycine 10mg. 

PACK: 15 gramme polythene sprinkler 


PRICE: 6/- (plus P.T.) 


CICATRIN POWDER has advantages 
over existing modes of wound therapy 
for the following reasons:— 


*% is bactericidal and bacteriostatic. 


% minimises the risk of the development 
of resistant strains 

% is effective against most of the patho- 
gens including those resistant to 
penicillin and streptomycin 


*% Healing is stimulated by selected 
amino acids. 


* is not cyto-toxic. 


amino acid and 
antibiotic powder 


¥% is active in the presence of blood and 
tissue exudates, 


is non-allergenic. 


CREWE: LONDON: 
CALMIG LIMITED 2 Mansfeld Street, 
Crewe 3251-5 Tel: LANaham 8038-9 
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Drip therapy 
without 


a tube 


In the past, the successful treatment of many cases of peptic ulceration demanded hospital 
conditions. Now, by means of Nulacin Tablets, it is possible to control gastric hyperacidity 
without any inconvenience to the patient. By using Nulacin Tablets as directed, an ambulant 
patient can obtain all the advantages of intragastric milk-alkali drip therapy. 


INDICATIONS 

NULACIN tablets are indicated whenever neutralization of 
the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN tablet 
should be placed in the mouth and allowed to dissolve 
slowly. During the stage of ulcer activity, up to three tablets 
an hour may be required. For follow-up treatment, the 
Suggested dosage is one or two tablets between meals, 


RESTING & 
90 ( 327) 3 


freeHCL 
GASTRIC ANALYSIS Superimposed gruel! fractional 


test-meal curves of five cases of duodenal ulcer 
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NULACIN tablets are not advertised to the public, have 
no B.P. equivalent, and may be prescribed on E.C.10. The 
dispensing pack of 25 tablets is free of Purchase Tax. (Price 
to pharmacists is 2/-.) Also available in tubes of 12. 

NULACIN tablets are prepared from whole milk com- 
bined with dextrins and maltose, and incorporate Magnesium 
Trisilicate 3.5 grs.;: Magnesium Oxide 2.0 grs.; Calcium 
Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; Ol 
Menth. Pip q.s 


25 23 3w 34 


free HCL 
GASTRIC ANALYSIS Same patients as in Fig. 1, two 
days later, showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the return 
of acidity when Nulacin is discontinued 


NULACIN is available throughout the British Common- 
wealth, in the U.S.A., and many other countries. It is 
known as NULACTIN in Canada and Sweden. 


HORLICKS LIMITED 


Pharmaceutical Division 
Slough, Bucks. 
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Waterproof yet non-occlusive, this new 
Adhesive first-aid dressing PREVENTS MACERATION 


Elastoplast Airstrip is made from a specially deve- and skin exudates evaporate through this air-per- 
loped plastic material which is not perforated but meable dressing at the same rate as they develop 
consists of a microporous extensible filter. Sweat on the skin. At the same time this new dressing 
is waterproof, preventing water, 
grease and oil from coming in con- 
tact with the wound. 
‘ Airstrip allows the wound to 
“breathe”; therefore maceration 
cannot develop. Because the surface 
of the wound and surrounding skin 
remain dry, the dressing can be left 
on until the wound heals—which it 
» does under ideal dry conditions. 


* * * 


The air-permeable Elastoplast Airstrip 
| dressing prevents development of mace- 
ration, Healing takes place in minimum 
time. 


Members of the Medical Profession are invited to write for full details to: 


o~ SMITH & NEPHEW LTD. 
an product 
. WELWYN GARDEN CITY -HERTS 
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..from little acorns grow 


Cremalgin rubefacient balm was first introduced in 
August, 1954. 


Since then, more than a quarter-million ounces have 
been prescribed on E.©.10. 

By making every possible use of the most modern 
and efficient production methods, Cremalgin was one 
of the first products to introduce a_ substantial 
economy into the National Health Service without 
a shadow of compromise in standards. 


The “little acorn” has grown into a very large “‘oak” 
indeed. For Cremalgin now makes an important * 
reduction in the cost of the ever growing demand 
for rubefacient balms for the treatment of muscular 
rheumatism and allied conditions. 


Methyl Nicotinate 1.0°, 

Glycol Salicylate 10.0°, 
Histamine Dihydrochloride 0.1% 
Capsicin 0.1°% 

Excipient 4q.s. 


Cremalgin 


Rubefacient Baim 


WEST PHARMACEUTICAL COMPANY 


WOOD LANE, LONDON, W.12 Telephone : SHEpherds Bush 6262 
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DEPOSITION OF FAT IN CORONARY ARTERIES AFTER 
EXPOSURE TO COLD* 


E. A. SELLERS, M.D., Ph.D. 


Professor 


AND 


ROSEMARY W. YOU, M.A., M.D. 


Research Associate 


Department of Physiology, University of Toronto, Canada 


(With Speciat Plate} 


Very few physiological or nutritional investigations have 
been made on the effects of prolonged exposure to a 
constant cold environment. Growing interest in the 
application of hypothermia to surgery, in injuries 
produced by cold, and in changes associated with 
acclimatization to low temperatures has prompted a 
series of studies in our laboratory. An incidental obser- 
vation, which may have some clinical significance in the 
future, concerns the presence of fatty deposits in the 
coronary arteries of the rat after prolonged exposure to 
cold. 

When rats are exposed to a cold environment 
(1°-3° C.) for long periods many metabolic changes take 
place. Increased heat production is necessary to main- 
tain body temperature, and this higher expenditure of 
energy results in a large increase in oxygen consumption 
and in food intake. Changes in carbohydrate, fat, and 
nitrogen metabolism and in adrenal, thyroid, and 
pituitary function are observed. No doubt most of 
these changes are adaptive phenomena associated with 
the augmented ability of the rat to survive under adverse 
environmental conditions. Over a long period of time. 
however, it might be anticipated that adverse effects on 
certain tissues might occur. In spite of the fact that after 
12-24 months of exposure to cold the gross appearance 
of the visceral organs of the rat is not much altered, 
the weights of many of the viscera are increased and 
histological evidence of structural changes is present. 
Deposition of fat in the intima and media of the 
coronary arteries was observed by one of us several 
years ago and referred to in discussion (Sellers, 1955). 
In the present paper the details of this finding will be 
reported. An experiment will also be described in which 
diets of high fat, high cholesterol content, with and 
without a choline supplement, were fed to rats at room 
temperature and in the cold. 

Because of the association of this type of arterial 
lesion with lipid, and especially with cholesterol, meta- 
bolism, in the first experiment the total lipids and serum 
cholesterol were estimated in the blood of rats exposed 
to cold for long periods. 


Experimental Investigation 
Experiment 1 
Male and female Wistar rats weighing 120-220 g., bred 
in the laboratory, were placed in individual metal cages in 


*The experiments reported in this paper were supported in part 
by the Defence Research Board of Canada (Grant DRB 9310-07). 


a cold room kept at 1°-3° C. They were offered the stock 
ration (Fox breeder cubes, Master Feeds, Toronto Elevators 
Ltd.) and water ad libitum. After 10-18 months they were 
killed either with ether vapour or by amylobarbitone sodium 
injection. The heart, aorta, kidneys, and sometimes other 
tissues were removed, weighed, and fixed. Bouin’s solution 
was used for routine fixation, although formalin was used 
as fixative before staining for fat with oil red O (Wilson 
technique). For the histological study 29 animals which 
had been exposed to cold and 27 control animals of com- 
parable age were used. Blood pressure was measured by 
inserting a plastic cannula directly into the aorta while the 
animals were under light ether anaesthesia, readings being 
obtained from 44 rats which had been exposed to cold for 
10-18 months. With one group of 9 animals blood pressure 
was taken indirectly (Friedman and Freed, 1949) without 
anaesthesia, and compared with measurements of 10 con- 
trols of the same age kept at room temperature. Whenever 
blood pressure was to be measured the animals were removed 
from the cold room approximately half an hour preceding 
the estimation. 


Experiment 2 


Blood lipids were estimated in rats of both sexes (225- 
395 g.) which had been exposed to an environment of 1°-3° 
C. for 1-5 months under the conditions mentioned above. 
Food containers were removed from the cages 1-4 hours 
before the animals were killed. The rats were anaesthetized 
by intraperitoneal injection of amylobarbitone sodium, and 
blood was collected in conical centrifuge tubes from the 
severed aortas. The blood was allowed to clot at room 
temperature and then kept overnight under refrigeration. 
After separation the serum obtained from 2-7 rats was 
pooled and the lipid estimated on duplicate samples essen- 
tially as outlined by Bloor er al. (1922) and modified by 
Boyd (1933). The final values for total lipid were obtained 
by weighing the dry residues after rectification with petro- 
leum ether-chloroform. Cholesterol was precipitated as 
digitonide and determined colorimetrically as described by 
Sperry and Webb (1950). The results were compared with 
control values obtained with similar techniques from animals 
of similar age and sex, kept at room temperature (22 +2° C.). 
The blood lipids and serum cholesterol of a third group 
of male rats which had been in the cold for 12-13 months 
were estimated similarly. In the case of this latter group the 
sera of 2 rats enly were pooled. In all, some 150 rats were 
used in the experiment. 

Cholesterol estimations were carried out on the individual 
sera of an additional 6 male rats which had been exposed to 
cold for 9 months, and on 6 control animals from the rat 
colony (about 25° C.). Unfortunately the controls were 
somewhat lighter in weight (average 200 g.) and younger 
than the “cold” animals (average weight 290 g.). 
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Experiment 3 

Sixty male rats, 149-155 g., were divided into four groups 
of 15. Two groups were fed a high-fat, hypolipotropic dict 
containing 2% cholesterol (alcohol-extracted peanut meal 
28, casein 7, washed alpha soya protein (Glidden Co., 
Chicago) 5, salt mixture 3, vitamin mixture 1, sucrose 11, 
starch 8, lard 34, cholesterol 2, cod-liver-oil concentrate 
0.015, a-tocopherol acetate 0.01 ; the composition of the salt 
mixture and of the vitamin mixture was that used by Best 
et al. (1953)). The rats were kept in individual cages, one 
group in the rat colony (22+2° C.), the other in a cold room 
at 1°-3° C. The two remaining groups were fed a similar 
diet supplemented with 0.5 choline chloride, and were 
kept one at 22+2° C., one at 1°-3° C. All animals were 
fed ad libitum. After six weeks the surviving animals were 
killed, the organs weighed, and the tissues prepared for 
histological examination. The livers, which were remark- 
ably consistent in appearance within groups, were pooled 
and total liver lipids estimated (Best ef al., 1946). Tissues 
of animals dying during the experiment were also fixed in 
Bouin's solution and in formalin for subsequent histological 
study 


Results 
Experiment 1 

Vascular Lesions.—Of 29 animals which had been exposed 
to cold for 10-18 months, 18 had stainable lipid in the 
coronary arteries (Special Plate, Figs. 1 and 2). No fat 
could be found in any of the coronary vessels of the 27 
control rats. In both groups, one section was cut at random 
transversely from the mid-portion of the heart. Fat occurred 
in both the intima and media. The intimal cells and sub- 
endothelial tissues were swollen and contained diffuse, red- 
staining material which was not bi-refringent under polarized 
light. In some cases proliferating intimal cells, phagocytes 
laden with lipid material, and degenerating tissue encroached 
on the lumen. In the media the muscle cells were swollen 
and contained fat stained pink or, occasionally, brilliant red. 
These two lesions did not always occur together, so that a 
temporal relationship of one to the other cannot be inferred. 
Arteries of moderate size appear to be involved more than 
either large or small vessels. In longitudinal sections it was 
seen that often only part of an artery was affected. This 
probably accounts fer the absence of visible lesions in many 
random transverse cuts of vessels. In many sections of the 
aortas there was a reduplication of endothelial cells, as seen 
by an increase in number of nuclei and occasional “ layer- 
ing” of cells. In three or four the swollen endothelial cells 
were sudanophilic. In a similar number (not necessarily the 
same sections) sudanophilia was present in the media. These 
changes were not seen in any of the aortas from control 


rats. No fat was demonstrated in the arteries of the kidney 
in experimental or control animals. In both controls and 
in “cold” animals, arteritis, or periarteritis, especially in 
vessels of the lungs, was relatively common. Occasionally 
the coronary vessels were involved. This same finding has 
been described by others (Wilens and Sproul, 1938 ; Wissler 
et al., 1954). 

Myocardial Lesions—Small areas of sudanophilic * stip- 
pling” were occasionally seen in sections stained for fat. 

Blood Pressure.—Blood pressure was measured directly in 
44 “cold” rats under light ether anaesthesia ; all values were 
within the normal range (102+2 mm. Hg). By the indirect 
method 3 of 9 “cold” rats had values of 165-176 mm. Hg, 
although the average for the group (143+8 mm.) was not 
significantly higher than that (130+5 mm.) of the control 
group of 10 rats kept at room temperature. 


Orean Weights —The hearts and kidneys of 17 rats kept in 
the cold were significantly heavier than those of 10 controls 
kept at room temperature (hearts : 0.53+0.03 g. per 100 g. 
cold ; 0.31+0.004 g. per 100 g. room temperature ; kidneys: 
0.96 +0.04 g. per 100 g. cold ; 0.62+0.02 g. per 100 g. room 
temperature). The adrenals were usually two to three times 
the weight of those of controls, for both males and females. 


Kidneys.—Pathological changes in the kidneys varied 
greatly from animal to animal, the lesions being most 
advanced in rats exposed to cold for the longest periods. 
The findings consisted of: (1) degeneration of tubular cells 
with deposition of fat in the cells ; (2) dilatation of tubules 
with appearance of casts which often were fatty ; (3) appear- 
ance of fat in cells of the glomerular capsule or in the 
basement membrane adjacent to glomerular capillaries ; 
(4) ischaemia and deposition of hyaline material in loops of 
the glomerular capillaries; and (5) no major changes or 
deposition of fat in renal arterioles or arteries 


Experiment 2 


The results of the second study are shown in Tables | 
and Il. The concentration of blood lipids of rats exposed 
to cold for 12-13 months is significantly higher than that 
of controls or of rats exposed to cold for 1-5 months. The 
concentrations of free and bound serum cholesterol! are also 
higher in animals exposed to cold for more than 9 months. 


Experiment 3 


The results of Experiment 3 are given in Table III. Intake 
of food in the cold was considerably greater than at room 
temperature, but the growth rate (increase in weight) was 
less. The content of lipid was extremely high in the livers 
of rats fed the choline-deficient diet at room temperature ; 


Taste I.—Effect of Cold on Total Lipids and Cholesterol Concentration (in mg. per 100 ml.) in Serum of Rats 


Controls (22 4 2° C.) | 
Group Sex : Cholesterol Sex | Cholesterol | Sex | | Cholestero! 
No | Bound | Free No. mii Bound Free | No. | “PICS | Bound Free 
1 FP (4) 455 58-1 24-4 M (2) 604 $3-3 13-0 MQ 1,056 — — 
2 F (6) 533 58-1 20-7 M (4) 353 453 12-9 M 776 
3 F (4) $23 48.1 15-7 M (5) 342 44.2 12-7 M (2) 624 71:8 20-8 
4 M (4) 382 35.3 9-7 M (4) 487 446 16-7 M (2) 622 72:8 19.8 
5 M (3) 404 40-5 120 M (5) 362 50-3 15-4 M (1) 632 62-2 20-4 
6 M (6) 264 342 10-9 M (4) 290 38-1 11-9 M (2) 764 83-2 28-0 
7 F (7) 356 41-7 15-2 M (4) 326 49-5 14.9 M (3) 494 38-6 90 
8 F (5) 431 43-2 15-6 M (5) 338 47-5 13-8 M (3) 930 97-6 27-4 
9 M (2) $34 — ~ F (6) 360 47-7 16-1 M (2) 724 64.0 21-0 
10 M (2) 310 — _ F (5) 309 50-8 16-7 M (2) 874 83-0 25:8 
il M (2) 382 = ~ F (2 “8 57-3 17-7 M (2) 394 636 16-4 
12 M (3) 410 — _ M (2) $28 —- - M (2 316 67:8 13-4 
1 M (2) 434 37-2 10-4 M (3) 536 —_ — M (2) $70 76-2 26-4 
14 M (2 530 46.0 12.8 M (4) 576 _ 0 M (2) 418 4 
Ay 4249 44-2 14-7 426-4 48-1 14-71 675-3 68-6 1 
se +22-7 +15 427-7 40-6 308 | +48 
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Taste Il.—Effect of Cold Environment on Serum Cholesterol 
(Rats). Total Cholesterol, mg. per 100 ml. Serum 


Rat Cold Control 

No. (1°-3° C., 9 Months) (2242°C) 
1 82.0 50-0 
2 } 50 0 59-0 
3 66.6 46.5 
4 47-7 50-0 
5 834 45:3 
6 75.0 46-5 

Ay. 67-5 496 
SE 6-37 42-1 
| | <005 >0-02 


TasLe IIl1— Some Effects of Diets High in Fat, with 2°, 
Cholesterol 


Cold Environment Normal Environment 
(1°-3* C.) (22+2° C.) 
Choline- Choline | Choline- Choline 
deficient | 05% | deficient 0-5% 
No. of rats 15 is 1s 15 
No. of survivors 5 15 
Body wt. (g.)*, initial 153-0 149-0 155-0 151-0 
» final 241-0 252-0 243-0 305-0 
Food consumption (g. 
per day) 17-0 17-6 11-5 145 
Liver wt. (g.)* 20-8 12-7 23-6 119 
total lipids (wet 
wt.) (%)* 33:5 12:7 38:2 167 
Kidneys (g.)* ws 2-5 2-7 30 2:2 
Adrenals (mg.)* 479 $1.5 47.0 45-6 
Heart (g.)* 1-2 17 09 10 


| 


* Averages of survivors only. 


it was somewhat less in the group receiving this diet in the 
cold. The addition of choline to the diet greatly reduced 
the level of hepatic lipids at room temperature and in the 
cold. Two-thirds of the group receiving the choline-deficient 
diet at room temperature died before the end of the experi- 
ment. At necropsy severe “ haemorrhagic ” kidneys (Griffith 
and Wade, 1939) were observed. Almost half the group 
receiving this diet in the cold failed to survive. The kid- 
neys of “cold” rats were less affected, in some cases being 
almost normal in appearance. This suggests that the 
exposure rather than damage to the kidneys per se was an 
important contributory cause of death. Animals which sur- 
vived the experimental period showed the following changes : 


Room-temperature Group—With Choline.—The kidneys 
were normal in macroscopic appearance. Histologically, a 
few small deposits of lipid were seen in glomerular cells. 
The livers were paler than normal, and histologically the 
parenchymal cells contained fine droplets of stainable lipid 
distributed around portal areas (cholesterol fatty liver). The 
hearts appeared normal to the naked eye and, with one 
exception, histologically. In this one rat lipid was present 
in the subendothelium and media of a medium-sized 
coronary artery (Plate, Fig. 3). 


Room-temperature Group—Without Choline-—The kid- 
neys were enlarged, dark red, and microscopically showed 
the extensive tubular and haemorrhagic lesions associated 
with haemorrhagic kidneys (Griffith and Wade, 1939). The 
livers were large and yellow in colour, and histologically 
the parenchymal cells were seen to contain large amounts 
of sudanophilic material. The heart showed no gross 
changes. Microscopically a few fibres were stippled with 
sudanophilic material. 


In hearts from rats which failed to survive (5 examined) 
at least one vessel, and usually several vessels from each 
rat, had lipomatous deposits in the intima and media (Plate, 
Fig. 4). The kidneys were severely damaged. 


Cold Group—With Choline.—The kidneys were essen- 
tially normal. The livers were paler than usual, and fat 
stains revealed fine fat droplets in parenchymal cells dis- 
tributed around portal areas. The amount was ess than in 


controls kept at room temperature. In 50% of the animals 
the coronary vessels had deposits of lipid in the intima and 
media. The appearance varied somewhat, but in most cases 
the lipid appeared in droplets rather than diffusely. Partial 
blocking of the lumen by lipophages, proliferation of intimal 
cells, and degenerating tissue were observed in some, but 
not all, affected vessels (Plate, Fig. 5). Many of the vessels 
(small arteries, sinusoids, veins) were partially filled with a 
granular material which appeared to be adherent to the 
endothelial lining of the vessels. This material stained 
pink or red with oil red O, and in the microsection frequently 
separated red cells in the vesse! from the endothelium. Its 
appearance, although undoubtedly affected by the prepara- 
tion of the tissue for histological study, suggested a physical 
barrier between blood cells and vessel cells (Plate, Figs. 
6 and 7). Many of the endothelial cells subjacent to such 
masses were swollen and contained fat. The muscle. fibres 
were less affected in this group than in the group in the cold 
not receiving choline, but showed “ sudanophilic stippling ” 
in scattered areas. In paraffin sections loss of striations, 
vacuolation, and hyalinization together with nuclear degen- 
eration occurred in corresponding locations. 


Cold Group—Without Choline.—The extent of damage to 
the kidney was less than in the control group kept at room 
temperature, some kidneys being almost normal. The livers 
were yellowish, and microscopically were seen to contain fat 
in large globules within parenchymal cells and in “ fatty 
cysts.” The size and number of the globules were smaller 
than in the control group at room temperature. The heart 
muscle of most rats in this group was stippled with sudano- 
philic material ; in a few animals large areas were involved 
(Plate, Fig. 8), but in most only a few scattered fibres were 
affected. In sections stained with haematoxylin and eosin 
(Fig. 9a and b) the most severely affected parts were seen to 
be undergoing necrosis. In spite of these widespread lesions 
of the myocardium, no arteries or arterioles were found 
which contained stainable lipid in their walls. 


Discussion 


So far as we know this is the first report of cardiovascular 
lesions being produced in normal animals, fed a normal diet, 
by changing only the environmental conditions. The animals 
used as controls were of similar strain, sex, and age, but 
otherwise were not selected. Because of limitations of space 
the control animals were not always kept in individual cages. 
To what extent this difference in living conditions might 
affect the outcome of such a study is unknown. We have 
assumed that the influence of companionship on coronary 
arteries is negligible. No lipomatous lesions of the 
coronary vessels were seen in 20 or 30 rats fed a diet con- 
taining 10% fat for an approximately similar period of time. 
Deposition of fat in coronary vessels in rats of our colony 
fed the stock diet has been a rare occurrence indeed within 
the age limits concerned. 

A number of possible explanations may be advanced for 
the abnormal deposition of fat in the coronary vessels. 


Premature Ageing.—Spontaneous lesions of the coronary 
vessels and of the aortas have been described by Hummel 
and Barnes (1938) and by Wilens and Sproul (1938) in rats 
more than 600 days old. As stated above, in our own colony 
such lesions have been of rare occurrence, even in rats 
examined after attaining an age of 750 days (Hartroft er al., 
1952). Nevertheless in many species fat deposition in, and 
degenerative changes of, the arterial system are associated 
with the ageing process. Increased metabolic activity invol- 
ving skeletal muscle (Sellers and Kalant, unpublished) and 
many visceral tissues has been demonstrated in rats exposed 
to cold (You and Sellers, 1951). When such activity is main- 
tained for many months it might be expected to hasten the 
process of growing old. 


Hormonal Factors.—The effect of hormones, especially 
those of the adrenal gland, on vascular lesions in the heart, 
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aorta, and kidneys has been reported by numerous workers. 
For instance, Selye er al. (1943) have produced nephro- 
sclerosis with hypertension by administering deoxycortone 
icetate to rats, especially if these were unilaterally nephrec- 
tomized and given saline to drink instead of water. In rats 
exposed to cold the adrenals become larger than those of 
controls kept at room temperature, and remain large for the 
duration of exposure (as long as two years). The oxygen 
consumption and succinic dehydrogenase activity of adrenal 
tissue measured in vitro are both increased (Sellers and 
Kalant, unpublished) 


Kidney Lesions of the kidney occur in rats kept a few 
degrees above freezing for long periods (MacKay ef al., 
1934). The incidence and severity of these changes vary 
with the duration of exposure to cold. The pathogenesis of 
the changes described is not clear Selye (1943) and 
Leblond and Dugal (1943) have related the changes to the 
increased size and activity of the adrenal cortex, and have 
noted that nephrosclerosis with hypertension can be pro- 
duced by exposing “ sensitized ™ rats (unilateral nephrectomy, 
saline in lieu of water to drink) to cold for extended periods. 
The association of pathological changes in the kidney with 
hypertension and with vascular lesions in other parts of the 
body is well known 


Blood Pressure.—Several authors (Gilson, 1950; Thérien 
et al., 1949; Fregly, 1954) have observed that the systolic 
blood pressure of the rat becomes elevated during prolonged 
exposure to cold. This is a reversible phenomenon, at least 
for a considerable period (16 weeks), since it does not persist 
when the animals are returned to room temperature (Gilson, 
1950). Most of the measurements of blood pressure reported 
in this paper, unlike those of the previous workers, were 
taken directly under light anaesthesia with cther, and no 
hypertensive values were observed. Among the small group 
(9) in which indirect measurements were made several 
animals were apparently hypertensive. These findings sug- 
gest that the hypertension is a phenomenon in which ner- 
vous or hormonal factors might play an important part. 
Nevertheless, the persistence of a moderate hypertension 
(albeit reversible) while the animals are exposed to cold 
might be related to the renal and cardiovascular lesions. 


Blood Lipids.—Evidence that the level of total lipids in the 
blood is elevated after prolonged exposure to cold is con- 
tained in Table I. The free and bound cholesterol were 
moderately but significantly elevated above control values in 
both groups studied after nine months’ exposure. This fact, 
together with the results of the experiment in which a diet 
of high cholesterol content was fed to rats in the cold for 
six weeks, suggests that dietary lipid, especially cholesterol, 
may play a prominent part in the occurrence of lipoidosis 
of coronary vessels after exposure to cold. In this latter 
experiment, rats fed a choline-deficient diet in the cold did 
not have coronary lesions, although the myocardium showed 
“ stippling ” with sudanophilic material and other degenera- 
tive changes. It may be pertinent to recall here that Ridout 
et al. (1954) have shown that, in the absence of dietary 
choline, serum cholesterol values fall in spite of considerable 
cholesterol in the diet. 

The work of Wilgram et a/. (1954a, b) and the earlier report 
by Hartroft et al. (1952), both from this laboratory, have 
shown quite clearly that a deficiency of choline and other 
lipotropic factors results in vascular lesions similar in many 
respects to those described here. Evidence of extensive 
damage to the kidneys exists in animals showing vascular 
lipoidosis after receiving diets low in choline (Wilgram et ai.. 
1954a, b). In the present experiments there was no deficiency 
of dietary choline in the high-fat, high-cholesterol diet that 
was fed to the rats in which most, if not all, of the coronary 
lipoidoisis was observed. In addition, exposure to cold in 
itself exerts a “ pseudolipotropic ” effect (Sellers and You, 
1952) in so far as deposition of fat in the liver and produc- 
tion of haemorrhagic kidneys can be taken as indices of 
such an effect. The kidneys of these rats were essentially 
normal. 


At room temperature coronary lipoidosis occurred with- 
out choline, and in the cold it occurred with choline; a 
different pathogenesis must exist in the two cases. It is 
interesting to confirm, in one experiment (performed under 
slightly different conditions), the apparently conflicting 
results of both Wissler er al. (1954) and Wilgram er al. 
(1954a, b). It is possible that the coronary and aortic lesions 
seen in animals exposed to cold for long periods may be 
related in some way to the pathological changes in the kid- 
neys ; it is also possible that they may be related to the 
level of dietary lipid. The blood lipids, especially chole- 
sterol, were significantly increased in rats exposed to cold 
for lengthy periods. The commercial ration fed to these 
animals had an average fat content of only 3.2% and con- 
tained no fat of animal origin. Thus a change in the inter- 
mediary metabolism of fat during prolonged exposure to 
cold must be envisaged. The “ pseudolipotropic ” effect of 
cold referred to above would support this contention 
Another finding of interest was the occurrence of myocardial 
degeneration in animals fed a high-cholesterol diet in the 
cold. It has been pointed out that the occurrence of myo- 
cardial damage (see also Wilgram ert al., 1954a, b) did not 
appear to be directly related to the arterial lesions, for myo- 
cardial degeneration was seen in rats receiving diets with and 
without choline, while arterial lesions were noted only in 
the group kept in the cold and receiving a high-cholesterol 
diet with choline. Whether the characteristics of the plasma 
lipid are altered by feeding a high-cholesterol diet to animals 
exposed to cold in such a way as to interfere with the 
oxygenation or nutrition of the myocardium from sinusoids 
and capillaries cannot be stated. The appearance of stain- 
able fat adherent to and within the endothelial cells of these 
small vessels in sections stained for fat suggests such a 
possibility (Figs. 4 and 5). 

The relationship between the frequency of the arterial and 
myocardial lesions and the time of their appearance with 
various levels and types of dietary lipids has not yet been 
studied under cold environmental conditions. The finding 
that coronary lesions may be produced in the rat fed a stock 
ration and exposed to cold for long periods indicates that 
further experimentation along these lines may be profitable. 
The production of similar lesions by feeding a diet contain- 
ing 2% cholesterol and exposure to cold for a much shorter 
time suggests the direction this study will take 


Comment 


Wistar rats fed a stock ration were kept in an environ- 
ment of 1°-3° C. for 10-18 months. More than half 
developed a lipoidosis of the coronary vessels. In a few 
cases minimal lesions were present in the aortas also. 
Renal damage, varying in severity, was almost always 
present. The systolic blood pressure measured directly 
under ether anaesthesia was not elevated, although when 
an indirect technique was used a few animals appeared 
to be hypertensive. 

Serum total lipids and free and bound cholesterol were 
significantly increased in rats fed the stock diet in a cold 
environment for a year or more. 

Coronary lipoidosis was produced in rats fed a high- 
fat, high-cholesterol diet with choline and exposed to 
cold for six weeks. Myocardial lesions were also 
observed in such “cold” rats whether choline was 
present or not. Arterial lesions were not observed in 
“cold” rats fed the same diet without choline. 


The estimation of liver lipids was done by Dr. Jean M. Patter- 
son. The numerous excellent histological sections were prepared 
by Mr. William Wilson. The indirect measurements of blood 
pressure were made by Dr. Phyllis Hartroft. The authors would 
like to thank these members of the Banting and Best Department 
of Medical Research for their help. 
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LONGEVITY AND THE EARLY HISTORY 
OF THE TETRALOGY OF FALLOT 
BY 


R. M. MARQUIS, M.B.E., M.B., Ch.B. 
M.R.C.P.Ed. 
Physician, Department of Cardiology, the Royal Infirmary , 
Lecturer, Department of Medicine, the University, 
Edinburgh 


(With SpeciaL PLATE] 


The history of the tetralogy of Fallot is long and fascinat- 
ing; it includes some of the most famous names in 
medicine, and yet its own designation perpetuates the 
memory of a physician who has little other claim to 
fame. In spite of the complex nature of the malforma- 
tion, in which there are pulmonary stenosis, a defect of 
the ventricular septum, dextroposition of the origin of 
the aorta, and right ventricular hypertrophy, it is the 
commonest form of cyanotic congenital heart disease in 
which survival beyond infancy is frequent. 

In this paper are reported two patients who survived 
for an unusually long time and in whom the diagnosis 
was probably made in childhood by the 
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and when her parents died she was able to manage her own 
house, organize her servants, and go on annual holidays. 
As an only child of well-to-do parents she was able to lead 
a sheltered life without the need to earn her own living. 
During the last 18 months of her life she took little exercise. 
She did not rise until after lunch, and thereafter never went 
out for more than a quarter-of-an-hour walk. Three weeks 
before death she caught a cold and began to have attacks 
of dizziness and transient loss of memory. During her last 
week she became lifeless, mentally confused, and more 
deeply cyanosed. She was admitted to hospital for the first 
time in her life 24 hours before death in anoxic coma in 
1951. 

She was an obese, comatose woman with marked cyanosis, 
clubbing of the fingers, and polycythaemia. Heart rate 
regular at 100 per minute, blood pressure 150/104 mm. Hg, 
Hb 130% (Sahli). There was no clinical cardiac enlarge- 
ment or evidence of heart failure. She had a loud pul- 
monary systolic murmur without accompanying thrill, and 
her pulmonary second sound was single and of diminished 
intensity. 

Post mortem the clinical diagnosis of Fallot’s tetralogy 
was confirmed. There were a severe grade of valvular 
pulmonary stenosis, a narrow infundibulum of the right 
ventricle, a large defect of the membranous portion of the 
interventricular septum, dextroposition of the aorta which 
overrode the ventricular septal defect, and a grossly hyper- 
trophied right ventricle (Special Plate, Fig. 1). The atrial 
septum was normal, with valvular closure of the foramen 
ovale (Hudson, 1954). There was extensive infarction of 
the lower lobe of the right lung with thrombosis of many 
of the smaller vessels in that lobe. The beginning of the 
main pulmonary artery was dilated and its wall thin; the 
thickness of the right ventricular wall varied between 1 
and 1.5cm, The pulmonary valve cusps were fused to form 
a cone with a central orifice 4 mm. in diameter. There 
was a small calcified nodule adjacent to the anterior margin 
of the orifice on its pulmonary-artery side. The ductus 
arteriosus was closed. Microscopical examination of the 
lungs confirmed the recent thrombosis of the medium-sized 
pulmonary vessels with infarction of the right lower lobe. 
Throughout both lungs numerous small pulmonary vessels 
were abnormal. There was sinusoidal grouping of vessels 
so that two to four channels, separated by fairly narrow 
septa of collagenous tissue and lined by endothelium, were 
enclosed in what was apparently a single adventitial sheath 
(Plate, Fig. 2). The appearances are similar to those 
described by Rich (1948). 


Case 2.—Man aged 47 years, born in 1905. He had been 
cyanosed at rest and breathless on exertion for as long as 
he could remember. When 4 years old he had been ad- 
mitted to the Royal Infirmary, Edinburgh, under the care 
of Dr. Gibson for investigation of these symptoms. At 


late Dr. G. A. Gibson, well known for 
his contributions to the clinical recogni- 
tion of patency of the ductus arteriosus 
(Gibson, 1900). The main references 
available to Dr. Gibson at the time he 
saw these patients are reviewed to illus- 
trate the early history of the malforma- 


| U 


tion. 


Case Reports 
Case 1—Woman aged 64 years. Normal 
delivery at home in 1886. She was a “ blue 
baby,” but developed normally and was able 
to attend an ordinary school. She made 
good progress, but was always cyanosed even 
at rest and breathless on slight exertion. It 


was on this account that she was examined 
by Dr. Gibson in 1895. In her teens she 


could walk up to a mile without distress, 


Fic. A.—Case 2: Electrocardiogram of patient at 46 years of age. There is strik- 
ing evidence of right ventricular hypertrophy. 


A year later the T waves were no 
longer inverted in V1-VS. 
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school he had been able to play football in goal for hall 
a game. On leaving school he had attempted several jobs 
before becoming a cemetery superintendent, which he had 
remained for the rest of his life. There had been little 
change in his symptoms with the passage of years ; he learnt 
to take his time and ceased to notice his incapacity. He 
married and had five children. He was seldom ill, and was 
able to go for long walks over the hills. At 14 years he 
had a severe attack of dizziness, but no recurrence of this 
until 46 years of age, for which he was readmitted to the 
Royal Infirmary. At 47 he was readmitted twice, first with 
Henoch-Schénlein purpura and abdominal colic, and later 
because of a right popliteal embolism. He died from pul- 
monary infarction after amputation of the right leg. 

Examination during his last years of life showed him to 
be a normally developed man with moderate cyanosis, 
marked clubbing of the fingers, and marked polycythaemia. 
His heart rate was regular, blood pressure 130/100 mm. Hg, 
Hb 160% (Haldane), R.B.C. 7,500,000 per c.mm., and P.C.V 
72%. There were no signs of cardiac failure, venous pulsa- 
tion in the neck, or cardiac enlargement, no abnormality 
of precordial pulsation, and no thrills, but a loud, grating 
parasternal systolic murmur and a single pulmonary second 
sound of diminished intensity were audible. Electrocardio- 
graphy revealed right ventricular hypertrophy with delayed 
conduction in the right ventricle (Fig. A). Radioscopy of 
the heart showed elevation of the apex, post-systolic ex- 
pansile pulsation of a prominent infundibulum of the right 
ventricle, and high, well-formed main pulmonary artery 
branches (Plate, Fig. 3). The aorta was prominent and 
arched to the left. Both upper lobes of the lungs were 
fibrosed and the lower lobes emphysematous. The lung 
fields were slightly ischaemic. The clinical diagnosis was 
tetralogy of Fallot with lower bulbar stenosis and infundi- 
bular chamber 

At necropsy the diagnosis was confirmed. The right 
atrium was dilated, the atrial septum normal! with sealed 
foramen ovale, and the right vertricle hypertrophied and 
dilated below a lower bulbar stenosis, above which an 
infundibular chamber was dilated and thin-walled. There 
were a large defect of the membranous ventricular septum, 
a bicuspid pulmonary valve which was not stenosed, and 
slight dextroposition of a large aorta. The ductus arteriosus 
was closed (Plate, Fig. 4). There was also infarction of the 
right lower lobe of the lung, with secondary infection and 
abscess formation in the infarcted area. Microscopically 
the pulmonary vessels were normal. 


History of the Tetralogy of Fallot 


The malformation was first described by the Danish 
anatomist Nicolas Steno (Niels Stensen) (1673). This 
historical fact was recorded by Maas (1910) and recognized 
by Warburg, who has published a Danish translation of 
Steno’s original description (Warburg, 1942). In Denmark 
the malformation is now known as Steno-—Fallot's tetralogy 
(Getzsche, 1952). Steno’s original contribution has also 
been recognized in France (Kuyjer, 1954). Nicolas Steno 
(Fig. B) was one of the most outstanding scholars of the 
seventeenth century. equally well known as anatomist, 
geologist, and Catholic theologian. As an anatomist he is 
chiefly remembered for his description of the parotid duct— 
the duct of Steno. He can also claim recognition amongst 
cardiologists. After a series of careful experiments he 
proved that the heart is a muscle and that muscle contracts 
because of direct stimulus. He also showed that ligation 
of the descending aorta causes paralysis of the lower ex- 
tremities which ceases when the ligature is removed—Steno’s 
experiment (Maas, 1910). He described the tetralogy in an 
account of the dissection of a foetus in which there were 
many other congenital anomalies. The heart was prolapsed 
through a split of the lower two-thirds of the sternum. As 
the heart was that of a foetus, Steno made no mention of 
right ventricular hypertrophy as an intrinsic part of the 
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OF FALLOT 
malformation, but the details leave no doubt that the heart 
was an example of the combination of deformities which 
we now know as the tetralogy. Steno could find no trace 
of the ductus arteriosus, which is sometimes absent in this 
malformation, and this prompted him to reveal an astonish- 
ing grasp of the normal foetal circulation: 


“ Although the formation of the arteries was so un- 
usual, yet the resulting function was in agreement with 
nature, for the circulation in every foetus is as follows: 
the venae cavae empty into both atria (through the fora- 
men ovale) and the right ventricle empties into both 
arteries (through the ductus arteriosus). The left ventricle 
receives blood from both atria (through the foramen 
ovale) and the aorta is supplied by both ventricles 
(through the ductus arteriosus). Therefore whether the 
blood leaving the right ventricle first passes through the 
pulmonary artery and thence via the ductus arteriosus 
into the aorta, or whether as in this foetus the aorta gets 
blood directly from the right ventricle in virtue of its 
overriding situation, the movement of the blood from the 
right ventricle is the same and passes out into both 
arteries.” 


It was over 100 years later that Professor Edward 
Sandifort, of the University of Leyden, an equally outstand- 
ing anatomist and 
scholar, described 
the next case of 
the tetralogy. He 
gave a_ beautiful 
account of the 
clinical and 
anatomical fea- 
tures of a 12-year- 
old boy (Sandifort, 
Bennett, 
1946). It is a tri- 
bute to Sandifort’s 
high standing as a 
physician and in- 
vestigator that the 
parents of the boy 
suggested that he 
perform a ne- 
cropsy. Sandifort’s 
comment is apt: 
“An unusual pre- 
cedent, but worthy 
of praise and 
especially of imi- 
tation.” As in all Sandifort’s writing, his description of 
the malformation is, accompanied by numerous clear illus- 
trations. 


Several further cases of the tetralogy were reported in the 
last quarter of the eighteenth century, and by the beginning 
of the nineteenth century John Farre, of London, was able 
to say “that of all the malformations this is by far the 
most frequent’ (Farre, 1814). He quoted references to 15 
cases. The introduction of auscultation (Laénnec, 1819) 
brought the clinical diagnosis of the new malformation 
nearer. There were many opponents of this clinical 
method, but James Hope was not among them, and as 
house-physician at the Royal Infirmary of Edinburgh in 
1824 he began to study its value in diseases of the heart. 
Only 15 years later his textbook on heart disease went into 
its third edition and he described the physical signs of the 
tetralogy: 


Fic. B.—Nicolas Steno about 1669. Re- 
production of a painting in the Galleria 
Uffizi, Florence. 


“ A loud superficial murmur with the first sound in the 
third left intercostal space may proceed from a contrac- 
tion of the pulmonary orifice or from an opening out 
of the right ventricle into the left ventricle, or from both 
these lesions conjoined. When these signs coincide with 
cyanosis, the double lesion is almost positive and increase 
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of pulsation at the inferior part of the sternum, indicative 
of right ventricular hypertrophy, is a corroborative cir- 
cumstance ” (Hope, 1839). 


James Hope thus came near to the bedside diagnosis of 
the tetralogy ; but, although he was reputed to have been 
the first to make the diagnosis clinically (Campbell, 1948 ; 
Brown, 1950), there is no evidence that he actually did so 
in a patient in whom there was subsequent proof at 
necropsy. 

By 1866 Thomas Peacock had greatly amplified Hope’s 
observations. He made the important point that “ the aorta 
is unusually large, and, from the powerful reaction on the 
valves during diastole of the heart, a loud ringing second 
sound is heard on listening at the upper part of the sternum.” 
Peacock discussed frequency, diagnosis, and treatment on 
an experience of 64 cases of the tetralogy. Even so, he 
confessed that the clinical diagnosis of the precise form of 
the malformation must present considerable difficulty in all 
cases (Peacock, 1866). Arthur Fallot (1888) was less ex- 
perienced in congenital cardiology and unfamiliar with 
Peacock’s monograph. He found the malformation in two 
patients who had been cyanosed all their lives. He was so 
struck by their anatomical similarity that he reviewed the 
French literature, and was amazed at the frequency with 
which the malformation occurred. He made a precise 
anatomical diagnosis at the bedside in the next cyanosed 
patient he saw and was proved correct post mortem. He 
was stimulated to write the famous paper in which he 
estimated that over 70% of patients with cyanotic con- 
genital heart disease had the tetralogy. He stated that 
“ cyanosis, especially in the adult, is the result of a small 
number of well-determined cardiac malformations. One is 
much more frequent than the others (the tetralogy); this is 
what the clinician should diagnose, and in doing so his 
chances of error are relatively slight.” This is surely the 
very basis of the contemporary diagnostic dictum that a 
patient with cyanotic congenital heart disease, especially in 
adult life, has the tetralogy of Fallot until proved other- 
wise, 


Longevity in the Tetralogy of Fallot 


The tetralory of Fallot is the most common of the 
cyanotic forms of congenital heart disease compatible with 
relative longevity (Taussig, 1947). Nevertheless the majority 
of victims die young, many in infancy, and there is a further 
peak at puberty; comparatively few attain early middle 
life (Brown, 1950). The number of recorded cases in patients 
over 40 is small (White and Sprague, 1929; Volini and 
Flaxman, 1938; Strandell, 1939; Feigin and Rosenthal, 
1943; Middleton and Ritchie, 1947; Civin and Edwards, 
1950; Miller, 1952), and survival beyond 60 years is very 
rare (Brumlik, 1937; Bain, 1954). The oldest patient re- 
ferred to by Farre (1814) was 13 years 9 months; but this 
author mentions another, in whom the presence of pul- 
monary stenosis was uncertain, who lived to the age of 40. 
Only 14 of Peacock’s patients survived the age of 15 years, 
the oldest dying at 39. The oldest of Fallot’s three patients 
was 36. The celebrated American musician who lived until 
59 years (White and Sprague, 1929) was the oldest in 
Abbott's (1936) series. This age has been exceeded only 
by Brumlik’s (1937) patient (62 years) and Bain’s (1954) 
patient (69 years). In all only 10 patients over the age of 
40 have been reported. 

The availability of surgical treatment for the tetralogy 
(Blalock and Taussig, 1945) has stimulated an enormous in- 
crease in the knowledge of this malformation. Many more 
cases have been correctly diagnosed in adult life, and yet 
patients over 40 years remain a select group which forms 
less than 3% of the cases of the tetralogy seen by me 
personally, The two which have come to necropsy and are 
reported in this paper bring the total over 40 years of 
age to 12 and the total over 60 years to 3. The patient 
in Case 1 is the oldest female recorded with this mal- 
formation. 


wise 


Discussion 


The history of the tetralogy of Fallot illustrates the 
debt contemporary physicians always owe to the more 
eminent of their predecessors. Had Sandifort been aware 
of Steno’s publication he would have had less difficulty in 
convincing his colleagues that the cardiac condition, which 
in his patient produced no symptoms during the first year of 
life, was in fact congenital. Steno’s work has not been as 
widely recognized as it deserves, and there is no reference to 
it in the historical section of the classic monograph on the 
foetal circulation by Barclay, Franklin, and Pritchard (1944). 
As recently as 1947 Taussig made the important observation 
that the tetralogy places no strain upon the foetal circula- 
tion, thus accounting for the normal size of the heart at 
birth. Her comment that “ during foetal life the course of 
the circulation is essentially the same as in the normal 
foetus, except that the dextroposition of the aorta enables 
the blood from the right ventricle to pass directly into 
the aorta,” could hardly have been anticipated more exactly 
than it was by Steno some 275 years earlier. Fallot’s major 
contribution was to stress the frequency of the malforma- 
tion. Farre had anticipated this observation by 74 years, 
and it had been further emphasized by Peacock 22 years 
before Fallot’s paper. 

Wood (1950) has recently re-emphasized the value of a 
diffuse lift at the left sternal edge, which Hope (1839) recog- 
nized as evidence of right ventricular hypertrophy. He has 
also amplified Peacock’s (1866) observations on the second 
heart sound in the pulmonary area in the tetralogy of Fallot. 

Unfortunately, the original records and diagnosis made 
by Dr. Gibson when he saw the two patients reported in 
this paper are no longer available. Although Rokitansky 
(1875) had already initiated the study of the pathogenesis of 
cardiac septal defects, Keith's (1909) work on the develop- 
mental errors resulting in pulmonary stenosis was only just 
appearing and Spitzer's (1923) theory was still to come. 
There is also no reference to Fallot in Gibson’s (1898) text- 
book on heart disease, but he was familiar with the writings 
of both Hope and Peacock. Moreover, he described two 
illustrative cases in his book in which his clinical diagnosis 
was pulmonary stenosis, ventricular septal defect, and right 
ventricular hypertrophy. There is no reason to suppose 
that his clinical assessment of the patients recorded in this 
paper was any less precise. 

Most congenital malformations of the heart have been 
associated with unusual longevity in isolated instances. There 
is seldom an adequate explanation for this exceptional be- 
haviour. None is apparent in the two patients now reported, 
nor is there a common factor when the older cases of the 
tetralogy are reviewed. The anatomical features recorded 
in these cases do not differ from those that have been 
detected in all age groups. The stenosis may be confined 
to the pulmonary valve or the lower bulbar orifice, or may 
involve the whole length of the infundibulum or pulmonary 
artery (Duckworth and Marquis, 1952). Only in the patient 
recorded by Civin and Edwards (1950) was the stenosis un- 
usually mild, but many younger patients have been found 
post mortem to have relatively mild grades of stenosis. 
Having regard to the importance of the right ventricular 
pressure in maintaining an adequate blood flow through the 
stenosed pulmonary orifice (Hamilton ef al., 1950), it is of 
interest that both cases in this paper and two of those 
in the literature (Feigin and Rosenthal, 1943; Volini and 
Flaxman, 1938) were slightly hypertensive, but this too is 
common in much younger patients with the tetralogy. 
Whatever the cause, the longevity of these patients is 
another example of variation in disease and the remarkable 
power of the body to adapt itself successfully over many 
years to a gross structural deformity. 


Summary 


The early history of the tetralogy of Fallot is reviewed. 
Attention is directed to the original description of the 
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malformation in 1673 by the Danish anatomist Nicolas 
Steno The important contribution to contemporary 
knowledge by British physicians of the nineteenth cen- 
tury is stressed. 


Two cases which came to necropsy when the patients 
were 65 and 48 years of age respectively are reported in 
full. They bring to 12 the total number of recorded 
cases of the tetralogy of Fallot in which the patient 
survived to 40 years of age. The patient in the first case 
is the oldest female with the tetralogy recorded. 


I wish to express my thanks to Professor Sir Stanley Davidson 
for permission to report Case 1, and to Dr. A. Rae Gilchrist for 
permission to report Case 2; also to Mr. J. N. J. Hartiey and the 
staff of the Royal College of Surgeons Museum, Edinburgh, for 
the photographs of the specimens. 
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“A lot of nonsense has been talked about the declining 
appeal of nursing,” said Miss Pat Hornssy-Smitn, Parlia- 
mentary Secretary to the Ministry of Health, when opening 
a Mental Health Exhibition at Chichester a few weeks ago. 
In fact, there were more nurses to-day than ever before, 
she said, despite the many new professions opening to 
women and industry's overwhelming demand for every pair 
of hands. In nursing, generally, there were 35,000 more 
nursing staff in 1954 than in 1948. Even on the mental 
nursing side, where there were still grave shortages, the 
number of trained nurses rose from 14,647 in 1948, to 16,369 
in 1954, and the nursing assistants from 8,700 to 12,907 
Mental nursing, she continued, had certain financial advan- 
tages as a career. The student nurse started her training at 
a salary of £285 per year, £45 higher than a general nurse. 
As a staff nurse, she was on a salary range of £430 to £530. 
Too often glib comparisons were made between the rate of 
pay of student nurses and office workers. The shorthand- 
typist had to be trained befgre she started her job: during 
that period her parents kept, clothed, and sheltered her, and 
probably paid fees, fares, and lunches as well. Nursing was 
almost the only profession where payment was made during 
training. 
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Cytological investigation of the secretions for diagnostic 
purposes is well recognized as a branch of histology 
requiring special experience. It is necessary to be able 
not only to differentiate between normal, degenerating, 
and pathological cells exfoliated from a specific source, 
but also to distinguish these from contaminants derived 
from adjacent excretory passages. In these respects 
examination of the prostatic smear demands particular 
experience, since the material obtained by the usual 
method of massage (or from the centrifuged urinary 
deposit) is often deficient in characteristic cells and 
may be heavily contaminated from the seminal vesicles. 
Nevertheless, if prostatic massage is conducted in a 
systematic manner and the ensuing secretion selectively 
examined, a reliable estimate of the condition of the 
gland can often be obtained. 

One of the earliest references to cytological diagnosis 
in genito-urinary disease was made by Thompson (1873), 
who claimed that in cases of cancer of the bladder and 
prostate microscopical recognition of cancer cells in the 
urine was often practicable. Mulholland (1931) detected 
in the urine and accurately described malignant cells 
which had derived from the prostate, but Papanicolaou 
(1946) regarded the cytology of prostatic cells in smears 
from centrifuged urine as difficult to interpret. Herbut 
and Lubin (1947), reviewing the histological diagnosis of 
prostatic cancer, compared the appearance of the sec- 
tioned gland with smears obtained by prostatic massage 
and by the “ dab ” technique from the freshly cut surface 
of the excised gland. Further observations on the cyto- 
logy of the prostatic smear have since been made by 
Peters et al. (1950, 1951, 1952), in which the method of 
massage, the staining properties of contaminant cells, 
and the changes occurring after oestrogen therapy are 
fully discussed. 


Anatomical Considerations 


For many years it has been stated by clinicians that 
prostatic cancer generally arises in the so-called “ posterior 
lobe” of the gland. Anatomically there is little justification 
for differentiating this area in normal subjects, and any 
lobular development must therefore be regarded as due to 
the hyperplastic changes so often observed in late middle 
life. It has been clearly demonstrated (Franks, 1954) that 
the normal prostate is composed of two well-defined zones 
of glandular tissue, an inner and an outer, surrounding the 
prostatic urethra (Diagram 1). Each zone is characterized 
by a relative paucity of glands in the sagittal plane 
anteriorly, thus allowing a cleavage plane to develop under 
certain conditions. The two glandular zones are functionally 
quite distinct, particularly in regard to their response to 
excess or lack of sex hormones, and it would appear that, 
whatever aetiological factors are involved, the inner zone 
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of stroma and glands is particularly prone to benign hyper- 
plasia, while carcinoma almost exclusively affects the outer. 

If these facts are accepted it is easy to understand how the 
growth of “adenomata™ from the inner zone may Dring 
about a_ displace- 


— nner zone of glands > 
9 ment of the outer- 


Adenomatous zone ) 
Ais zone glands in a 
y,) \ backward and 
An j 
La tion, thus forming 


the so-called “ pos- 
, Outer zone of gionds terior lobe” (Dia- 
(Prostate proper gram 2). In trans- 
Corcinomatous zone) Sections 

made through the 
C. B. Grant, A Method of Anatomy. base of such a 
prostate (Diagram 

3) it is possible to show, both macroscopically and micro- 
scopically, that most of the outer-zone glands are now situ- 
ated inferiorly (near the apex), while little or no evidence 
of glands from the inner group remains at this level. In 
higher sections through the gland the bulk of the tissue is 
“adenomatous” and derived from the inner-zone glands, 
while the outer zone 

is represented by a 


Ly 
\ A} thin layer posteriorly 
rg extending for a short 
distance on to. the 
lateral surface of the 

f 


adenomatous” mass. 
This conception of the 
prostate in later life 
is of considerable im- 
portance, since, if it 
is conceded that can- 
y, cer almost invariably 

arises in the outer- 
/ zone glands, the 


\ region prone to malig- 
nancy will often lie 
— \ within reach of the 


finger for the purpose 
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DIAGRAM 2.—-Transverse sections 
through middle of prostate, showing 
changes associated with adenomatous 
development: hyperplasia of inner 
zone of glands with displacement of 


of expressing cells by 


pressure. Moreover, 
it emphasizes that, 
from a_ cytological 
standpoint, the apical 
region is most im- 
portant, since cells ex- 
pressed from this level 
will tend to be derived 
almost exclusively 
from the outer-zone 


outer zone backwards and downwards glands. 


\ 


Bose 


Middle 
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DirGraM 3.—Transverse sections through base, middie, and apex 
of hyperplastic prostate, showing proportion of inner and outer 
zone glan 
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Technique of Obtaining Smear 


The most convenient way of performing prostatic massage 
to obtain a diagnostic smear is to have the patient standing 
with his legs apart, facing the examination couch, and bent 
forward from the hips so that he can steady himself with 
one hand. If necessary he can keep his foreskin retracted 
with his other hand so that the operator can perform the 
massage and take the smear without additional assistance. 
The fixative, in special containers, is placed on the couch 
to the left of the patient, and four clean numbered micro 
scope slides are placed on a clean piece of paper near by. 
The operator massages with his right index finger while 
watching the external meatus for signs of prostatic fluid. 
When this appears the drops are collected on successive 
slides held with the left hand and massage is discontinued 
The finger should not be removed from the rectum until 
either sufficient fluid for making the smears has appeared at 
the external meatus, or the operator considers further effort 
would be fruitless. 


Method of Massage 


The, method of expressing the prostatic secretion is, we 
believe, extremely important, and is based on the anato- 
mical and physiological facts already considered. For 
diagnostic purposes the secretion from the apex of the gland 
is most informative, that from the base being relatively 
unimportant and often misleading owing to contamination 


DiaGrkamM 4.—-Diagram illustrating “ steps’ in prostatic massage 
for smear diagnosis. 


from the vesicles. Fluid expressed from the intermediate 
regions has a variable cellular content depending on the 
distance from the apex or base. The organ may therefore 
be considered as built up of a series of steps, ay illustrated 
in Diagram 4. Massage is begun as far forward as possible 
on one side at the level of the first step (near the apex 
of the gland). Pressure is applied as firmly as the patient 
will allow, and the finger slowly slid along the step towards 
the median groove. This movement is repeated several times 
at ‘the same level on both sides of the gland. Similai 
massage is then performed at the level of each successive 
step, finishing at the base of the prostate superiorly. This 
should ensure that the first part of the prostatic secretion 
to enter the urethra and thence to appear at the external 
meatus is derived from the apical region. The succeeding 
fluid will likewise consist of secretion from the middle and 
base of the gland with increasing vesicular contamination. 
Having completed the massage, the finger gently presses the 
urethra from above downwards, following through as far 
as possible on to the bulbous urethra through the rectal wall. 
At the same time further stripping may be continued by 
sliding pressure exerted by the thumb on the perineum until 
the required amount of fluid is produced at the external 
meatus. 

Successive drops of secretion having been obtained on 
several of the prepared slides, a fresh clean slide is placed 
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on top of each and each pair pressed lightly together. The 
coherent slides are then gently slid apart, producing a thin 
film of secretion on each which is ideal for subsequent 
examination The smeared slides are then placed in the 
fixative solution, which is conveniently contained in cylin 
drical plastic receptacles specially grooved to separate the 
preparations and thus avoid abrasion of the smeared surfaces 
Schaudinn’s fluid is recommended as the fixative, and smears 
may be left in this for up to 48 hours before being stained 
with haematoxylin and eosin, It is preferable, however, to 
stain them within 24 hours, and, in the meanwhile, movement 
of the container with slides should be avoided as much as 
possible because of the risk of washing off the smeared 
material or transferring positive material from one slide to 
inother 
Contraindications to Massage 

Smear diagnosis should generally not be attempted at the 
first attendance of a patient, since any clinical suspicion of 
malignancy will almost inevitably lead to a thorough 
preliminary rectal examination of the gland, during which 
the urethra may become flooded with vesicular fluid ; there- 
fore to avoid confusing the cytological picture it is better 
to defer examination for a day or two. * 

Patients with acute urinary retention are not, as a general 
rule, suitable for prostatic massage, as this may increase 
their discomfort ; moreover, the bladder spasms induced by 
the procedure may often cause small quantities of urine to 
escape into the urethra, thus diluting the secretion and 
reducing the concentration of representative cells. In most 
cases of this nature, however, some form of operative 
intervention is generally contemplated, and the histological 
diagnosis of the obstructing prostatic tissue can seldom be 
long in doubt. It is also useless attempting to obtain a 
worthwhile smear after decompression with an indwelling 
catheter, because of the inevitable profusion of inflammatory 
cells to obscure the cytological picture 

Intolerance on the part of the patient may sometimes 
preclude satisfactory examination, In some cases the prostate 
uppears to be very tender, while in others rectal spasm 
prevents the finger from exerting pressure on the gland. In 
these circumstances it is advisable to repeat the attempt later 
with the help of a small dose of morphine, which in most 
instances gives adequate analgesia for the procedure to be 


carried out 


Cytological Examination of Smear 


Smear Expectations 


At the outset it must be stressed that it is not possible 
in every case to obtain prostatic fluid containing enough cells 
to permit diagnosis, but failure can often be foreseen at 
the time of the first rectal examination. The cellular content 
of the smear is probably related to the activity of the 
epithelium and the patency of the prostatic ducts. Thus in 
normal and slightly adenomatous glands, where there is 
average epithelial activity and the ducts remain patent, 
moderate numbers of prostatic cells, sufficient for accurate 
diagnosis, may be confidently expected. In large “ adenoma- 
tous” glands, however, the ducts are often blocked by 
stromal hyperplasia and the residual glandular tissue is 
rendered atrophic by pressure, so that only scanty cells can 
be expressed. In carcinoma of the prostate, provided the 
ducts are not blocked by excessive scirrhous reaction, 
abundant cells can be expected, but if attempts are made 
to express secretion from an advanced scirrhous growth a 
sparse smear will often result. 

it may well be that the prostatic cells present in a good 
smear are mainly, if not entirely, derived from the outer 
zone of glands, since the prostate, being a solid organ, does 
not transmit pressure changes at the periphery equally 
throughout its mass. If, therefore, epithelial activity is 
present in the outer zone, as in the normal or the 
carcinomatous gland, cells may be expected in the smear in 
corresponding proportion. If, however, the outer zone of 
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glands is atrophic because of pressure from adenomata 
arising in the inner zone, or if the ducts of the outer-zone 
glands are obstructed by extreme scirrhous reaction in 


advanced carcinoma, the cell content of the smear may be 


scanty 
Cell Types 

(a) Normal Prostatic Cells.—These usually occur singly, 
or occasionally in small groups of two or three (Special 
Plate, Fig. 1). They are oval or round in shape when 
isolated, but often polygonal when in small groups, being 
slightly larger than the accompanying leucocytes. The 
cytoplasm stains lightly, but the cell borders are sharply 
defined : the nucleus is round or oval and is centrally placed, 
occupying one-half to two-thirds of the cell. The nuclei 
show only slight variation in size, and the chromatin detail 
is fine with no coarse patches or hyperchromasia. Nucleoli 
are occasionally seen, but are not common. This type of 
cell occurs in the normal prostate and in the prostate after 
middle age with or without adenomatous changes, but in the 
latter the cells tend to be slightly larger than in young 
adults 

(b) Cancer of Prostate.—The characteristic smear contains 
numerous cells which are aggregated in groups or clumps 
rather than occurring singly (Plate, Figs. 2 and 3) The 
diagnosis is made mainly on the appearance of the groups 
rather than on the features exhibited by isolated and 
individual cells. In these groups the nuclei tend to be over- 
crowded, overlapping each other markedly, and the chromatin 
is patchy and hyperchromatic. The nuclei may vary greatly 
in size, being on the average larger than those of benign 
cells. Nucleoli are occasionally seen throughout the group, 
as in Fig. 3. There is little cytoplasm, and that which is 
present provides an irregular and very indistinct edge to the 
syncytial clump 

(c) Other cells which may confuse the cytological picture 
are : (i) Transitional cells derived from the bladder, urethra, 
ind prostatic ducts. These are fairly large polygonal cells 
with a central nucleus which is much smaller in proportion 
to the size of the cell than in the case of the prostatic cells 
(ii) Histiocytes, which may be found in a variety of sizes 
and shapes. There is ample cytoplasm, which is either foamy 
with lipoid or granular with debris. The nucleus is eccentric 
and usually indented. The cytoplasm may contain large 
numbers of degenerated leucocytes, sperms, or prostatic 
cells, and the appearance may resemble that of a collection 
of malignant nuclei The liberal amount of cytoplasm, 
however, usually makes for easy identification. Sometimes 
many histiocytes fuse together to form a foreign-body giant 
cell. (iii) Miscellaneous cells or bodies : sperms, spermatids, 
corpora amylacea, vesicular fluid, and blood cells can also 
be seen at times. 


Changes After Oestrogen Therapy 

Following oestrogen treatment two characteristic types of 
cell make their appearance (Plate, Fig. 4) : (a) The glycogen 
cell—a round or oval cell with a sharp cell margin and 
filled with glycogen. The nucleus is oval, relatively small, 
and eccentric, giving the appearance of being pressed against 
the cell membrane by the contained glycogen. These cells 
occur in smears from both benign and carcinomatous glands 
within a few days of starting oestrogen therapy and disappear 
four to five days after its cessation. (b) Squamous cells— 
large, flat, polygonal cells with small pyknotic nuclei closely 
resembling the superficial vaginal epithelium. These appear 
a few days after the glycogen cells, but may persist for many 
months after oestrogen withdrawal. It is believed that the 
glycogen cells are epithelial cells derived from the prostate 
which have become filled with glycogen as a result of exces- 
sive oestrogen stimulation. They can be seen in sections of 
the prostate of newborn infants, where the effect is no doubt 
due to the maternal hormone. It is stated that they appear 
in the smear more quickly in cases of benign hyperplasia 
than in cases of carcinoma, but we have had no experience 
of this. The squamous cells are modified, transitional 
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epithelial cells from the prostatic ducts and urethra. 
Changes in the malignant cells also occur after the institu- 
tion of oestrogen therapy. The nuclei tend to become 
indistinct and stain poorly, and cells are sometimes seen 
with vacuolated cytoplasm and degenerating nuclei. Follow- 
ing successful treatment the malignant cells tend to disappear 
entirely, although their reappearance at a future date cannot 
be excluded. Some of our cases of cancer of the prostate 
which have initially responded well to oestrogen therapy 
have later suffered a relapse with clinical evidence of 
increased malignant activity. In these cases repeated smear 
examinations have shown large numbers of glycogen cells 
(indicating effective oestrogen absorption) associated with the 
reappearance of clumps of malignant cells apparently un- 
modified by continued treatment (Plate, Fig. 5) 


Results of Cytological Examination 


The results of cytological examination of prostatic smears 
which follow relate to a consecutive series of 100 cases of 
prostatic disease in which histological preparations were 
later available for comparison. It has been inevitable, in 
compiling a series of this sort, that a number of additional 
cases have been examined in which either a smear has been 
unobtainable or the opportunity for subsequent histological 
examination has not presented. Such cases have been 
excluded from the analysis, but it is of interest to note that 
in the latter group a diagnosis of cancer was made in four 
instances from the prostatic smear alone. Two of these 
cases later developed osteosclerotic metastases (of the 
prostatic type) with elevation of the serum acid phosphatase 
level, while another, although showing no_ radiological 
evidence of secondary deposits, had a raised serum acid 
phosphatase content of 14 King-Armstrong units, which 
decreased after oestrogen therapy. 

In the 100 cases in which both smear and prostatic tissue 
were available for study the smear diagnosis was invariably 
made independently by a cytologist who was not aware of 
the clinical and histological features of the case. Although 
handicapped in this manner, a definite cytological diagnosis 
was recorded for 93 patients, and in 89 instances this agreed 
with the final assessment—an accuracy rate of 95.7% (see 
Table). Of 38 cases where cytological diagnosis indicated 


Comparison of Smear and Histological Diagnosis in 100 Cases 


Smear Subsequent Final | Smear 
Diagnosis Histology Diagnosis Accuracy (%) 
38 carcinoma 34 carcinoma | 36 carcinoma 947 
4 benign*® | 2 benign 
7 ? carcinoma 2 carcinoma 2 carcinoma 
5 benignt 5 benign 
“5 benign . 2 carcinoma 2 carcinoma 96-4 
§3 benign 53 benign 
100 cases .. | 100 cases 100 cases 


* Two cases developed radiological signs of secondary deposits from 
carcinoma of prostate with raised serum acid phosphatase level 

+ Two patients have died. No evidence of carcinoma found at necropsy. 
but massive sections of capsule not made. Three patients being followed up 
and are well 

. 

prostatic cancer, confirmatory histological evidence was 
obtained in 36. In the remaining two, in which obstructing 
prostatic tissue was removed by “ cold-punch” resection, 
careful examination failed to reveal malignant tissue. 
However, the subsequent appearance of typical secondary 
deposits in the skeleton together with elevation of the serum 
acid phosphatase level confirmed that the cytological diag- 
nosis was correct. From seven patients were obtained smears 
of adequate cellular content in which the appearance. 
although suggestive of malignancy, did not justify a firm 
diagnosis. Histological examination subsequently confirmed 
two cases as malignant. Smears from the remaining 55 cases 
gave no indication of the presence of cancer, but two patients 
were later shown to have the disease. Detailed review of the 
remainder has given no grounds for disagreement with the 
cytological diagnosis. 
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The occasional lack of correspondence between the 
cytological diagnosis and that based on histological examina- 
tion may be explicable to some extent by the frequent 
coexistence of “ adenomatous” hyperplasia with cancer. If 
hyperplasia predominates, a small area of cancer may easily 
be overlooked on routine examination of the enucleated o1 
resected prostate, or, indeed, may fail to have been removed 
at operation. Instances in which, clinically, the prostate ts 
adjudged hyperplastic and yet the smear reveals cancer cells 
are of particular interest in suggesting the possibility of 
detecting growths at a sufficiently early stage for surgical 
removal. On the other hand, it must be remembered that 
latent or occult microscopic foci of malignancy are 
frequently found at necropsy in the prostates of elderly men 
who have never evinced signs of prostatic disease. The 
evidence of cytological examination alone, unsupported by 
clinical manifestations, should therefore not be taken as an 
indication for operative treatment. It must, indeed, be 
emphasized that, in the present state of our knowledge of 
prostatic cancer, smear diagnosis is of value mainly as a 
confirmatory test in patients presenting symptomatic 
evidence of prostatic disease. In this role, if carried out 
systematically and by an expert, it can furnish results closely 
comparable with those of prostatic biopsy with neither the 
attendant anaesthetic hazard nor the risk of undue trauma, 
haemorrhage, or infection. Furthermore, it can be repeated 
many times on the same material—an advantage presented 
by no equivalent method of investigation. Apart from its 
value as a diagnostic aid, it is thus well adapted to research 
work on human prostatic cancer, and also affords a useful 
indication of the response or otherwise to hormonal therapy. 


Summary 


Cytological examination of the prostatic smear offers 
a reliable method of estimating the condition of the 
gland with regard to malignancy, giving results com- 
parable to those of biopsy without the attendant risks. 

The technique of obtaining a smear, including the 
method of massage, is given, and contraindications are 
discussed. 

The cellular content, both normal and pathological, of 
prostatic fluid is described and illustrated. Changes in 
the cell population and in malignant cells following 
oestrogen therapy are also described. 

Results of cytological examination of smears in 100 
cases of suspected malignancy are recorded and com- 
pared with the histological findings. Smear diagnosis 
was 95.7%, accurate as compared with histological diag- 
nosis. The occasional lack of correspondence between 
the two methods may be due to the frequent coexistence 
of “ adenomatous * hyperplasia with cancer. 


In the foregoing series of cases we have been fortunate in 
having had all our prostatic smears examined and interpreted 
either by Dr. G. Ayengar (late of the Chester Beatty Institute) 
or oy Dr. J. Bamforth in the laboratories of the Imperial Cancer 
Research Fund. The measure of our indebtedness to them is 
reflected in the results, which represent the product of special 
ability and long experience and, indeed, emphasize the need 
for such qualities in reaching a reliable cytological diagnosis 
Our thanks are also due to Miss F. Wadsworth (medical artist) 
and Mr. A. N. Finch (photographer) and to the secretarial staff 
of the Institute of Urology for valuable assistance in the produc- 
tion of this report. 
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The occasional lack of correspondence between the 
cytological diagnosis and that based on histological examina- 
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on top of each and each pair pressed lightly together. The 
coherent slides are then gently slid apart, producing a thin 
film of secretion on each which is ideal for subsequent 
examination. The smeared slides are then placed in the 
fixative solution, which is conveniently contained in cylin- 
drical plastic receptacles specially grooved to separate the 
preparations and thus avoid abrasion of the smeared surfaces 
Schaudinn’s fluid is recommended as the fixative, and smears 
may be left in this for up to 48 hours before being stained 
with haematoxylin and eosin. It is preferable, however, to 
stain them within 24 hours, and, in the meanwhile, movement 
of the container with slides should be avoided as much as 
possible because of the risk of washing off the smeared 
material or transferring positive material from one slide to 
inother 
Contraindications to Massage 


Smear diagnosis should generally not be attempted at the 
first attendance of a patient, since any clinical suspicion of 
malignancy will almost inevitably lead to a thorough 
preliminary rectal examination of the gland, during which 
the urethra may become flooded with vesicular fluid ; there- 
fore to avoid confusing the cytological picture it is better 
to defer examination for a day or two. s 

Patients with acute urinary retention are not, as a general 
rule, suitable for massage, as this may increase 
their discomfort ; moreover, the bladder spasms induced by 
the procedure may often cause small quantities of urine to 
escape into the urethra, thus diluting the secretion and 
reducing the concentration of representative cells. In most 
cases of this nature, however, some form of operative 
intervention is generally contemplated, and the histological 
diagnosis of the obstructing prostatic tissue can seldom be 
long in doubt. It is also attempting to obtain a 
worthwhile smear after decompression with an indwelling 
catheter, because of the inevitable profusion of inflammatory 
cells to obscure the cytological picture 

Intolerance on the part of the patient may 
preclude satisfactory examination. In some cases the prostate 
appears to be very tender, while in others rectal spasm 
prevents the finger from exerting pressure on the gland. In 
these circumstances it is advisable to repeat the attempt late: 
with the help of a s dose of morphine, which in most 
adequate analgesia for the procedure to be 
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Cytological Examination of Smear 


Smear Expectations 


At the outset it must be stressed that it is not possible 
in every case to obtain prostatic fluid containing enough cells 
to permit often be foreseen at 
the time of the first rectal examination. The cellular content 
of the smear is probably related to the activity of the 
epithelium and the patency of the prostatic ducts. Thus in 
normal and slightly adenomatous glands, where there is 
average epithelial activity and the ducts remain patent, 
moderate numbers of prostatic cells, sufficient for accurate 
diagnosis, may be confidently expected. In large “ adenoma- 
tous” glands, however, the ducts are often blocked by 
stromal hyperplasia and the residual glandular tissue is 
rendered atrophic by pressure, so that only scanty cells can 
be expressed. In carcinoma of the prostate, provided the 
ducts are not blocked by excessive scirrhous reaction, 
abundant cells can be expected, but if attempts are made 
to express secretion from an advanced scirrhous growth a 
sparse smear will often result. 

It may well be that the prostatic cells present in a good 
smear are mainly, if not entirely, derived from the outer 
zone of glands, since the prostate, being a solid organ, does 
not transmit pressure changes at the periphery equally 
throughout its mass. If, therefore, epithelial activity is 
present in the outer zone, as in the normal or the 
carcinomatous gland, cells may be expected in the smear in 
corresponding proportion. If, however, the outer zone of 
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glands is atrophic because of pressure from adenomata 
arising in the inner zone, or if the ducts of the outer-zone 
glands are obstructed by extreme scirrhous reaction in 
advanced carcinoma, the cell content of the smear may be 


scanty 
Cell Types 

(a) Normal Prostatic Cells ——These usually occur singly, 
or occasionally in small groups of two or three (Special 
Plate, Fig. 1). They are oval or round in shape when 
isolated, but often polygonal when in small groups, being 
slightly larger than the accompanying leucocytes. The 
cytoplasm stains lightly, but the cell borders are sharply 
defined : the nucleus is round or oval and is centrally placed, 
occupying one-half to two-thirds of the cell. The nuclei 
show only slight variation in size, and the chromatin detail 
is fine with no coarse patches or hyperchromasia. Nucleoli 
are occasionally seen, but are not common. This type of 
cell occurs in the normal prostate and in the prostate after 
middle age with or without adenomatous changes, but in the 
latter the cells tend to be slightly larger than in young 
adults 

(b) Cancer of Prostate.—The characteristic smear contains 
numerous cells which are aggregated in groups or clumps 
rather than occurring singly (Plate, Figs. 2 and 3). The 
diagnosis is made mainly on the appearance of the groups 
rather than on the features exhibited by isolated and 
individual cells. In these groups the nuclei tend to be over- 
crowded, overlapping each other markedly, and the chromatin 
is patchy and hyperchromatic. The nuclei may vary greatly 
in size, being on the average larger than those of benign 
cells. Nucleoli are occasionally seen throughout the group, 
as in Fig. 3. There is little cytoplasm, and that which is 
present provides an irregular and very indistinct edge to the 
syncytial clump 

(c) Other cells which may confuse the cytological picture 
are : (i) Transitional cells derived from the bladder, urethra, 
and prostatic ducts. These are fairly large polygonal cells 
with a central nucleus which is much smaller in proportion 
to the size of the cell than in the case of the prostatic cells. 
(ii) Histiocytes, which may be found in a variety of sizes 
and shapes. There is ample cytoplasm, which is either foamy 
with lipoid or granular with debris. The nucleus is eccentric 
and usually indented. The cytoplasm may contain large 
numbers of degenerated leucocytes, sperms, or prostatic 
cells, and the appearance may resemble that of a collection 
of malignant nuclei. The liberal amount of cytoplasm, 
however, usually makes for easy identification. Sometimes 
many histiocytes fuse together to form a foreign-body giant 
cell. (iii) Miscellaneous cells or bodies : sperms, spermatids, 
corpora amylacea, vesicular fluid, and blood cells can also 
be seen at times. 


Changes After Oestrogen Therapy 


Following oestrogen treatment two characteristic types of 
cell make their appearance (Plate, Fig. 4) : (a) The glycogen 
cell—a round or oval cell with a sharp cell margin and 
filled with glycogen. The nucleus is oval, relatively small, 
and eccentric, giving the appearance of being pressed against 
the cell membrane by the contained glycogen. These cells 
occur in smears from both benign and carcinomatous glands 
within a few days of starting oestrogen therapy and disappear 
four to five days after its cessation. (b) Squamous cells— 
large, flat, polygonal cells with small pyknotic nuclei closely 
resembling the superficial vaginal epithelium. These appear 
a few days after the glycogen cells, but may persist for many 
months after oestrogen withdrawal. It is believed that the 
glycogen cells are epithelial cells derived from the prostate 
which have become filled with glycogen as a result of exces- 
sive oestrogen stimulation. They can be seen in sections of 
the prostate of newborn infants, where the effect is no doubt 
due to the maternal hormone. It is stated that they appear 
in the smear more quickly in cases of benign hyperplasia 
than in cases of carcinoma, but we have had no experience 
of this. The squamous cells are modified, transitional 
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epithelial cells from the prostatic ducts and urethra. 
Changes in the malignant cells also occur after the institu- 
tion of oestrogen therapy. The nuclei tend to become 
indistinct and stain poorly, and cells are sometimes seen 
with vacuolated cytoplasm and degenerating nuclei. Follow- 
ing successful treatment the malignant cells tend to disappear 
entirely, although their reappearance at a future date cannot 
be excluded. Some of our cases of cancer of the prostate 
which have initially responded well to oestrogen therapy 
have later suffered a relapse with clinical evidence of 
increased malignant activity. In these cases repeated smear 
examinations have shown large numbers of glycogen cells 
(indicating effective oestrogen absorption) associated with the 
reappearance of clumps of malignant cells apparently un- 
modified by continued treatment (Plate, Fig. 5). 


Results of Cytological Examination 


The results of cytological examination of prostatic smears 
which follow relate to a consecutive series of 100 cases of 
prostatic disease in which histological preparations were 
later available for comparison. It has been inevitable, in 
compiling a series of this sort, that a number of additional 
cases have been examined in which either a smear has been 
unobtainable or the opportunity for subsequent histological 
examination has not presented. Such cases have been 
excluded from the analysis, but it is of interest to note that 
in the latter group a diagnosis of cancer was made in four 
instances from the prostatic smear alone. Two of these 
cases later developed osteosclerotic metastases (of the 
prostatic type) with elevation of the serum acid phosphatase 
level, while another, although showing no_ radiological 
evidence of secondary deposits, had a raised serum acid 
phosphatase content of 14 King-Armstrong units, which 
decreased after oestrogen therapy. 

In the 10G cases in which both smear and prostatic tissue 
were available for study the smear diagnosis was invariably 
made independently by a cytologist who was not aware of 
the clinical and histological features of the case. Although 
handicapped in this manner, a definite cytological diagnosis 
was recorded for 93 patients, and in 89 instances this agreed 
with the final assessment—an accuracy rate of 95.7% (see 
Table). Of 38 cases where cytological diagnosis indicated 


Comparison of Smear and Histological Diagnosis in 100 Cases 


Smear | Subsequent Final Smear 
Diagnosis Histology | Diagnosis Accuracy (%) 
38 carcinoma 34 carcinoma 36 carcinoma 947 
4 benign*® 2 benign 
7 ? carcinoma 2 carcinoma 2 carcinoma 
5 benignt 5 benign | 
5S benign 2 carcinoma 2 carcinoma 964 
$3 benign | 53 benign 
100 cases . | 100 cases | 100 cases 


*Two cases developed radiological signs of secondary deposits from 
carcinoma of prostate with raised serum acid phosphatase level 

+ Two patients have died. No evidence of carcinoma found at necropsy. 
but massive sections of capsule not made. Three patients being followed up 
and are well 

prostatic cancer, confirmatory histological evidence was 
obtained in 36. In the remaining two, in which obstructing 
prostatic tissue was removed by “ cold-punch”™ resection, 
careful examination failed to reveal malignant tissue. 
However, the subsequent appearance of typical Secondary 
deposits in the skeleton together with elevation of the serum 
acid phosphatase level confirmed that the cytological diag- 
nosis was correct. From seven patients were obtained smears 
of adequate cellular content in which the appearance. 
although suggestive of malignancy, did not justify a firm 
diagnosis. Histological examination subsequently confirmed 
two cases as malignant. Smears from the remaining 55 cases 
gave no indication of the presence of cancer, but two patients 
were later shown to have the disease. Detailed review of the 
remainder has given no grounds for disagreement with the 
cytological diagnosis. 
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The occasional lack of correspondence between the 
cytological diagnosis and that based on histological examina- 
tion may be explicable to some extent by the frequent 
coexistence of “ adenomatous” hyperplasia with cancer. If 
hyperplasia predominates, a small area of cancer may easily 
be overlooked on routine examination of the enucleated or 
resected prostate, or, indeed, may fail to have been removed 
at operation. Instances in which, clinically, the prostate is 
adjudged hyperplastic and yet the smear reveals cancer cells 
are of particular interest in suggesting the possibility of 
detecting growths at a sufficiently early stage for surgical 
removal. On the other hand, it must be remembered that 
latent or occult microscopic foci of malignancy are 
frequently found at necropsy in the prostates of elderly men 
who have never evinced signs of prostatic disease. The 
evidence of cytological examination alone, unsupported by 
clinical manifestations, should therefore not be taken as an 
indication for operative treatment. It must, indeed, be 
emphasized that, in the present state of our knowledge of 
prostatic cancer, smear diagnosis is of value mainly as a 
confirmatory test in patients presenting symptomatic 
evidence of prostatic disease. In this role, if carried out 
systematically and by an expert, it can furnish results closely 
comparable with those of prostatic biopsy with neither the 
attendant anaesthetic hazard nor the risk of undue trauma, 
haemorrhage, or infection. Furthermore, it can be repeated 
many times on the same material—an advantage presented 
by no equivalent method of investigation. Apart from its 
value as a diagnostic aid, it is thus well adapted to research 
work on human prostatic cancer, and also affords a useful 
indication of the response or otherwise to hormonal therapy. 


Summary 


Cytological examination of the prostatic smear offers 
a reliable method of estimating the condition of the 
gland with regard to malignancy, giving results com- 
parable to those of biopsy without the attendant risks. 

The technique of obtaining a smear, including the 
method of massage, is given, and contraindications are 
discussed. 

The cellular content, both normal and pathological, of 
prostatic fluid is described and illustrated. Changes in 
the cell population and in malignant cells following 
oestrogen therapy are also described. 


Results of cytological examination of smears in 100 
cases of suspected malignancy are recorded and com- 
pared with the histological findings. Smear diagnosis 
was 95.7%, accurate as compared with histological diag- 
nosis. The occasional lack of correspondence between 
the two methods may be due to the frequent coexistence 
of “ adenomatous * hyperplasia with cancer. 


In the foregoing series of cases we have been fortunate in 
having had all our prostatic smears examined and interpreted 
either by Dr. G. Ayengar (late of the Chester Beatty Institute) 
or oy Dr. J. Bamforth in the laboratories of the Imperial Cancer 
Research Fund. The measure of our indebtedness to them is 
reflected in the results, which represent the product of special 
ability and long experience and, indeed, emphasize the need 
for such qualities in reaching a reliable cytological diagnosis 
Our thanks are also due to Miss F. Wadsworth (medical artist) 
and Mr. A. N. Finch (photographer) and to the secretarial staff 
of the Institute of Urology for valuable assistance in the produc- 
tion of this report. 
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Ihe limitations of serological tests in the diagnosis of 
syphilis have long been known, though it 1s too often 
forgotten that blood testing may give completely 
negative results, in spite of an active syphilitic process 
(Stokes ef al., 1946 ; Wolkin, 1954 ; Jackman and Lubert, 
1945), or, again, that a positive finding may be indicative 
of a non-specific reaction (Kahn, 1954). The possibility 
of negative serological reactions, particularly in the old 
chronic syphilitic, must always be borne in mind, 
especially in view of the widespread use of modern 
antibiotics with their ever-present danger of causing a 
Herxheimer reaction. Nowhere is this more important 
than in cardiovascular syphilis, where serological positi- 
vity ws found in only some 70-80%, of cases (Stokes 
et al., 1946). Thorough investigation of the patient must 
embrace not only a careful case history but also a pains- 
taking clinical examination, together with the help of 
such diagnostic aids as the electrocardiograph and 
« rays Where necessary. Investigation of the partners, 
families, and siblings is frequently called for before a 
complete diagnosis can be made 


Importance of Accurate Diagnosis 


The accurate diagnosis of cardiovascular syphilis is of 
very great importance, not only to prevent a_ possible 
Herxheimer reaction as a result of careless therapeutic 
handling, but also that proper treatment may be carefully 
and systematically carried out. That such treatment is well 
worth while has been shown by many workers. Thus Hines 
ind Carr (1930) state that the lives of patients with cardio- 
vascular syphilis are always prolonged by treatment, whilst 
Moore and Danglade (1930), in a study of 43 patients with 
aortic aneurysm, have shown that life may be prolonged 
from an average of 9 months from the onset of symptoms in 
untreated cases to one of 69 months in adequately treated 
cases. The same workers have demonstrated, from a study 
of 90 patients with aortic regurgitation and 8 with various 
forms of cardiovascular disease, that life may be prolonged 
from an average of 32 months from the onset of symptoms 
in untreated cases to an average of 65 months where treat 
ment has been adequate 

A valuable aid to the diagnosis of cardiovascular syphilis 
has been noted by Schatzki (1942), who pointed out that 
the presence of calcification of the ascending portion of the 
aortic arch is highly suggestive of syphilitic aortitis. Wolkin 
(1954) is also of the opinion that such a finding is a reliable 
sign of syphilitic aortitis. Jackman and Lubert (1945), who 
reported 60 radiological examinations in cases of specific 
aortitis, found linear calcification in the ascending part of 
the aortic arch in 22.7 whereas in « control series of 62 


cases of arteriosclerosis only 3.2 had calcium in this 
portion of the arch According to Thorner and Carter. 
(1948) calcium was shown radiologically in 39.4 of 38 
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consecutive cases of syphilitic aortitis. Thus it would appear 
that the radiological demonstration of calcification in the 
ascending part of the aorta is relatively common in specific 
aortitis, while such a finding is seldom made in other con- 
ditions (Thorner and Carter, 1948) 


Present Investigation 


in spite of the references cited above, it seems to us that 
insufficient attention has been paid to this valuable radio- 
logical sign in the diagnosis of syphilis. In the present paper 
19 cases of syphilis in which this sign was noted are reviewed 
The radiographs reproduced (Special Plate, Figs. 1-6) 
illustrate various types of calcification found. The 
outstanding points in these cases are summarized in Tables 
I and If. It will be seen from Table I that in a number of 


Taste 1.—Summary of Syphilitic History 


Total patie 19 Serological tests 
Sex M. 13; F.6 Positive ‘ t2 
Age limits (vear 51-75 Negative 7 
(av. 61) Cerebrospinal fluid 
No. with cardiac symptoms 4 Positive 3 
Duration of sym; 4 mths Negative N 
10 yrs Not tested 7 
No. with other signs of syphilis 9 No. remaining “ Wassermann- 
Approx. duration of intectior fast in spite of treat- 
where known (years 20-42 ment 5 


Taste I] —Details with Regard to Calcification of Ascending 


Aorta 
No. of 
Patients 
With calcification in ascending aorta 19 
With calcification confined to ascending aorta 10 
With calcification extending into aortic valve 6 
With calcification involving more distal segments of 
aorta in addition to the ascending portion 9 
With aneurysmal widening of aorta . 4 


cases there were no complaints suggestive of a cardiovascular 
lesion, the signs being. in the main, discovered during the 
routine medical examination to which all syphilitic patients 
are subjected in our clinics Subsequent radiological 
examination revealed varying degrees of calcification of the 
aorta (Table II). Symptoms relating to the cardiovascular 
system included breathlessness on exertion, nocturnal 
dyspnoea, “ tiredness,” and anginal syndromes, the breath- 
lessness and anginal syndromes being the most constant. 
Cardiovascular signs included varying degrees of cardiac 
enlargement, cardiac irregularities, and murmurs, and were 
present in most of the cases. In a number of cases there 
was other evidence of syphilis, such as tabes, Charcot’s joint 
(in one case), and gumma of leg (one case), and one patient 
with congenital syphilis had rhagades and an old interstitial 
keratitis of the right eve 

In several cases the radiograph was a valuable aid in 
establishing a diagnosis on which successful treatment was 
subsequently based. In at least one case aortic involvement 
was unsuspected clinically and was discovered only on 
radiological examination for a chest condition. The limita- 
tions of serological testing, whether the result was positive 
or negative, were again evident, while in at least two of the 
patients with clinically evident tabes examination of the 
cerebrospinal fluid was negative. A further point of interest 
was the percentage of patients whose blood remained 
“ Wassermann-fast " in spite of treatment, another serological 
limitation which is not infrequently overlooked. 

In one case in the present series where a complete family 
investigation had proved possible, not only was the partner 
syphilitic, but one of three children—-a married daughter— 
had been congenitally infected. 


Discussion 
While calcification of the ascending portion of the aortic 
arch would seem to be a valuable additional aid to the 
diagnosis of syphilis generally, the importance of syphilitic 
aortitis per se must be remembered. MacCallum (1940) 
claims that the most important of all changes produced by 
syphilis are those which affect the heart and arteries, and in 
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FAT IN CORONARY ARTERIES 


F. A. SELLERS AND ROSEMARY W. YOU: 


Fic. 1.—Coronary artery of medium size from rat kept at Fic. 2.—Coronary artery of medium size from rat kept in cold 
1°-3° C. for about a year. Endothelial cells swoilen, increased for 10 months. Note extensive deposit of fat (black) in media 
in number, and contain fat (black in photomicrograph). Lumen and intima. Much contained in lipophages. (Oil red O, Wilson 
partly occluded. In lower part fat can be seen in media. (Oii x 400.) 

red O, Wilson. x 400.) 


Rat died after three weeks ; room 


Fic. 3.—Coronary artery. Control rat (22 +2 C.) fed high- Fic. 4. Coronary arteriole. 

fat, high-cholesterol diet with 0.5% choline chloride for six temperature (22+2° C.); high-fat, 2% cholesterol diet without 

weeks. Endothelial cells slightly swollen; contain fine drop- choline. Intima and media filled with lipid material (black) 
Note Note phagocytes in adventitia (upper left). (Oil red O. 1070.) 


lets of fat (black). Lipid present in media (lower left). 
similar changes in smaller —- (upper left). (Oil red O 
715.) 


Baitisn 
Mepical RNAI 


Ff. A. SELLERS AND ROSEMARY W. YOU FAT IN CORONARY ARTERIES 


Fi. *% Coronary artery Rat given 2 cholesterol and 0.5 

choline chloride in diet for six weeks and kept at 1°-3° ¢ 

Swollen endothelial cells filled with fat (black) Lipophages 

present In media many muscle cells contam hpid. (On ed © 
Wilson 


FPN 


Fic. &8.—Myocardium from rat in cold (1 
given high-fat diet with 2°, cholestero! but 
extensive deposition of fat in muscle fibres 


3° C.) six weeks, 


t no choline 


(Oil red O 


Note 


400.) 


SE 


x 


Fic. 6.—Coronary sinusoid Rat vziven 2 cholesterol and 
8 choline chloride in dict for six weeks (1 -3° C2). Con 
tains red blood ceils, and granular sudanophilic material 
adherent to and within endothelial cells. (Oil red O 3758.) 


Fic. 7.—Longitudinal secuon ol 


receiving same 


of fat (black) 


Fic. 9.—Myoe 


oxylin and eosin 


muscle fibres 
Stage, showing 


- 


2? 


diet in cold for six weeks 


small coronary vessel of rat 


ote large dropleis 


within walls, mostly in endothelial cells and 


lipophages. (Oil red O 


ardium from same rat as Fig 


occasional pyknotic nucleus. 


8 stained haemat- 


(a) Note loss of striations and swelling of 


(b) More advanced 


hyalinization and necrosis of muscle. (x 400.) 
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J. D. FERGUSSON AND E. C. GIBSON: PROSTATIC SMEAR DIAGNOSIS 


Fic. 2.—-Group of malignant 
cells 300) Note density, 
large size, and irregularity of 


nuclei, which tend to overlap FG. 3 Prostatic smear 
Cell margins are ill detined, (x 300) from patient with 
and the whole appears as a adenocarcinoma. Note indis- 
ia syncytial mass tinct cell margins and well- 


defined nucleoli 


bic. 1.—Prostatic smear (500) showing a loose group ol 
normal prostatic epithelial cells amidst leucocytes 


hic. 4.—Prostatic smear (x 500) from case of prostatic cance: Fic. S.—Prostatic smear (= S00) from patient with clinical evi- 
treated with oestrogens. Round glycogen cells and squamous dence of growth reactivation despite continued oestrogen therapy 
cells clearly shown (S00 mg. stilboestrol daily). Note clump of malignant cells sur- 


rounded by numerous glycogen and squamous epithelial cells 


R M. MARQUIS: TETRALOGY OF FALLOT 


Fic. 1.—Case 1: View of heart looking down aorta, with aoruc Fic. 2.—Case 1: Photomicrograph of a small pulmonary 
cusps pinned back to show saddle-top of muscular ventricular vessel with multiple channels simulating recanalization 
septum. Overriding position of aorta and narrow orifice of (Verhoeff-van Gieson stain. 280.) 

pulmonary valve clearly seen |Figs. 3 and 4 overleas 
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Ro M. MARQUIS: TETRALOGY OF FALLOT 


hic. 3.—-Case 2: Anterior radiograph at age 46 show- 

ing clevation of apex of heart, prominence of infundi- 

bulum, fibrosis of apices of lungs, high position of 

main pulmonary artery branches, and clarity of lung 
fields 


J. S. McCANN AND D. 


Fic. 4.—Case 2: Anterior view of upper part of right ventricle. 
Anterior wall cut away to show stenosis of lower bulbar orifice, 
infundibular chamber, and thickness of right ventricular wall 


C. PORTER: DIAGNOSIS OF SYPHILIS 
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his experience the most frequent serious and destructive 
lesion caused by syphilis is syphilitic aortitis with or without 
aortic insufficiency or aneurysm formation. It is an accepted 
fact that the bulb and lower portions of the ascending aorta 
are the centre of the most striking and characteristic patho- 
logical changes in syphilis of the vascular system (Stokes 
et al., 1946) which take the form of a supravalvular sclerosis 
(Martland, 1930). Involvement of the more distal part of 
the aortic arch is commoner in simple arteriosclerosis, while 
valvular involvement alone is more suggestive of rheumatic 
or other non-specific cardiac disease. Gordon et al. (1942) 
in a study of 360 cases of chronic syphilitic aortitis noted 
that atheromatous changes had taken place over the area 
affected by the syphilitic lesions, and suggest that chronic 
syphilitic lesions of the aorta predispose to the development 
of local arteriosclerosis. It would thus appear that, whether 
or not calcification is present in the aortic valve or in the 
more distal portions of the aortic arch, calcification of the 
first part of the ascending aorta is highly suggestive of an 
underlying or predisposing syphilitic lesion. Thus the radio- 
logical sign under discussion appears to have a sound patho- 
logical basis. 


Summary 


The importance of the radiological demonstration of 
calcification of the ascending portion of the aortic arch 
as an aid to the diagnosis of chronic syphilis is pointed 
out. Nineteen cases in which this sign was present are 
reviewed. The limitations of other diagnostic tests are 
noted. Of the 19 cases, 7 were serologically negative 
before treatment and 5 remained positive in spite of 
treatment. 


We are indebted to Dr. H. E. Hall, senior consultant to the 
Venereal Diseases Department of the Royal Victoria Hospital, 
Belfast, for permission to publish data of the cases from that 
hospital, and to Mr. D. Mehaffy for the reproductions of the 
radiographs. 
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J. S. MCCANN AND D. C. PORTER: 
SPECIAL PLATE LEGENDS | 

| 

Fic. 1.—Case 4: Left anterior oblique view, showing i 
linear calcification confined to widened ascending por- i} 
tion of aortic arch. 

Fic. 2.—Case 7: Left anterior oblique view, showing | 


calcification involving aortic valve and entire aortic arch. 
Fic. 3.—Case 13: Postero-anterior view, showing calcifi- 
cation in widened ascending portion of aortic arch. 

Fic. 4.—Case 13: Right lateral view, showing calcifica- 

tion in aortic valve and in ascending and transverse 
portions of arch. 

Fic. S.—Case 16: Right lateral view, showing extensive 

calcification confined to widened ascending portion of 

aortic arch. Note loss of parallelism and traction devia- 
tion of oesophagus. 

Fic. 6.—Case 17: Left lateral view, showing calcification 

in ascending, transverse, and descending portions of 

aortic arch. 
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The cardiovascular examination of all patients suffering 
from syphilis has not, so far as we are aware, generally 
led to that degree of co-operation which prevails between 
the departments of cardiology and venereology in this 
hospital. In May, 1945, Sir William Hume undertook 
the examination of syphilitic patients attending the 
venereal diseases clinic, and by April, 1947, cardiovascu- 
lar examination of all such patients had become a routine 
procedure. 
Field of Investigation 


Of 1,330 syphilitic patients examined up to December, 
1951, 969 were seen prior to antisyphilitic treatment, 79 
during the course of treatment but prior to hyperthermy, 
and 282 after the completion of treatment and surveillance 
and before being discharged cured, 

Method of Cardiovascular Investigation—The physical 
examination was generally carried out by the registrar, while 
screening, which was performed in all but three patients, was 
done first by Sir William Hume and later by Dr. W. G. A. 
Swan, so that the radiological opinion was unbiased by the 
clinical findings. An electrocardiogram was taken on every 
patient. The function of the cardiovascular department was 
to assess the cardiovascular status for the venereal diseases 
department, and antisyphilitic treatment was left in the hands 
of the latter. 

Re-examination._—Patients presenting cardiovascular ab- 
normalities, especially those known or suspected to be of 
syphilitic origin, were re-examined at approximately annual 
intervals. With the exception of six who defaulted, all the 
surviving patients with cardiovascular syphilis were re- 
examined in 1954. Seventy-three patients out of the whole 
series died between 1947 and 1954. Fifty died from cardio- 
vascular syphilis and 23 from other causes. In a few cases 
the necropsy findings did not agree exactly with the clinical 
diagnosis, and where necropsy evidence was available it was 
used in the final classification. 


Results of Investigation 


Taste I.—Age and Sex Incidence, Together with the Incidence 
of Cardiovascular Svphilis 


Patients Referred for No. Found to have 


aan. Cardiovascular Examination Cardiovascular Syphilis 
ings Male | Female! Total % Male | Female] Total % 
86 97 183 14 2 
30-39 122 153 275 | 21 6 4 
40-49 154 172 326 24 25 18 43 21 
50-59 187 177 64 27 an | 89 44 
60-69 105 $2 187 12 4. 9 2s 
70 + 22 3 28 2 0 ” 
Totals 676 684 | 1,330 | 143 so 202 
Average 
age 47 43 46 
British 
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Thi ind sex incidence and the results of the cardio- the walls of the aorta lose their parallelism and regularity. 
vascula samination are shown in Tables | and Il the Calcification of the ascending aorta Jackman and Lubert, 
high incidence (approximately 35%) of patients subjected 1945) has proved a useful confirmatory sign on some occa- 
to cardiovascular examination under the age of 40 years was sions. but we have not seen it in the absence of dilatation. 
s y attributable to the adoption of this procedure for all We have not been able to recognize anything characteristic 
infected patients, and especially for those who attended for about the pulsation of the dilated aorta in the absence of 


gation after completing treatment and surveillance for 


acquired contagious syphilis 


Taste Il.—Results of Cardiovascular Examination 


Male Female Total 
Results of Fxa 
No Nu 
Pos ardiovascula 
59 202 |} 
No ird ascular at 
n 7 #12 138 21 214 
Norma ystem 4%4 67 460 70 914 69 
Total 654 1,330 


The average age of the 914 patients with normal cardio- 
In 214 cases (16°..) cardio- 
vascular abnormalities were due to causes other than syphilis 
The average age of these patients was 51 years and their 
cardiovascular abnermalities were as follows : hypertension, 
181 (71°): rheumatic heart disease, 31 (14°); coronary 
artery disease, 19 (9°); pulmonary heart disease, 8 (4°); 
calcific aortic stenosis, 3 (1%); congenital heart disease, 
(1%,). The predominance of females is accounted for by the 
large number of women with hypertension (96 as against 
SS males) and mitral stenosis (27 as against 5 males) 


vascular systems was 41 vears 


Cardiovascular Abnormalities Due to Syphilis 


The final diagnosis in 202 (15%) patients regarded as 
having cardiovascular syphilis is set out in Table IIl. Those 
in whom a constant diagnosis was made (184) have been 
classed as “ positive,” and those about whom we are less 
certain have been classed as “ doubtful ” (18). 


Taste Ill 

Positive (184) | Doubtful (18) 
vhil 

Sex Tota Uncompli Aortic lt 
cated Incom Aneurysm 

netence Cates ea 
A‘ Aortitis block 

Male 143(71°,)| | | 27019) | B (6) 
Female $9(29°.)| 1E(19%) | 34(58%) | 4 (7%) | 813%) | 20% 
Total 202 29(13°,) 124(62%) | 31 (16%) 16 (8) 20% 


Uncomplicated Aortitis 


Uncomplicated aortitis was diagnosed in the presence of 
dilatation of the aorta to a degree not considered aneurysmal, 
and in the absence of signs of aortic incompetence or of 
hypertension. The dilatation was unequivocal in every case 
so diagnosed, but the diagnosis rests, as it must do, upon the 
impression formed at fluoroscopy, for, short of angiocardio- 
graphy, there are no reliable methods for measuring the 
diameter of any part of the aorta except the isthmus, which 
is not a region of the first importance in syphilitic aortitis. 

The traditional physical signs of aortic dilatation, a basal 
systolic murmur and a clanging or tambour quality of the 
aortic second sound, have provided acceptable confirmatory 
evidence in the presence of radiological signs of a dilated 
aorta, but they have not been taken as diagnostic if the aorta 
appeared normal on the screen 

The radiological evidence which we have taken as sugges- 
tive of uncomplicated syphilitic aortitis conforms very closely 
to the standards suggested by Kerley and Shanks (1951). 
We have looked for a localized or irregular dilatation of the 
aorta in the absence of a corresponding degree of unfolding 
or elongation. This change is most often seen in the ascend- 
ing aorta which bulges to the right of the supracardiac 
shadow in a rather characteristic way in the postero-anterior 
view. It is often better seen in the left oblique view, where 
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aortic incompetence when it is commonly increased. 

These changes can be reliably appreciated only at fluoro- 
scopy, and a routine postero-anterior chest film would not 
be of great value in their detection 

Twenty-nine patients (18 males and 11 females) fell into 
the group of positive uncomplicated aortitis. It is good 
evidence of the validity of the criteria we have used, that 
15 patients originally diagnosed as cases of uncomplicated 
aortitis later developed aortic incompetence, and another an 
aneurysm during the period of observation. 


Aortic Incompetence 

Aortic incompetence was diagnosed whenever an early 
diastolic murmur had been heard. This murmur is often 
faint and must be sought under good conditions in a quiet 
room with the patient leaning forward and holding the 
breath in full expiration. It is usually heard better to the 
left, but occasionally to the right, of the sternum. A dia- 
phragm chest-piece to the stethoscope is useful if the murmur 
is to be heard when very faint. 

We found aortic incompetence in 124 patients (90 males 
and 34 females). In 16 an early diastolic murmur had 
appeared during the period of observation, and in these we 
believe we can date quite closely the onset of aortic incom- 
petence. We have excluded from this group 15 patients in 
whom aortic incompetence was associated with aneurysm. 
Where this combination has occurred the aneurysm has been 
adjudged to be the predominant lesion, and to avoid confu- 
sion these patients have been grouped under aneurysm. 


Aneurysm 


Aneurysm was diagnosed when great dilatation of the aorta 
was observed at fluoroscopy. It includes the conventional 
fusiform and saccular types, the latter being much the com- 
moner. An aneurysm has been judged saccular when there 
was asymmetrical dilatation of the aortic wall and fusiform 
when a portion of the aorta appeared to be symmetrically 
dilated in its entire circumference The division between 
these categories is easier to make on paper than it is in 
practice, and it is still harder to say at what point a simple 
dilatation of the aorta becomes a fusiform aneurysm. We 
have attempted to divide aortic dilatation into three grades— 
slight, moderate, and great—and have equated great dilata- 
tion of the aorta with fusiform aneurysm, The latter is 
necessarily large, but a saccular aneurysm can be quite small, 
as in fact it was in one of our patients. 

Aneurysms are quite easily missed on screening, parti- 
cularly if the patient is obese and the aneurysm small. 
This. coupled with the difficulty of defining the point at 
which dilatation becomes an aneurysm, probably accounts 
for the fact that four of our aneurysms were diagnosed only 
at necropsy. 

The Doubtfuls 

This group contained two types of abnormalities. First, 
there were two patients with heart-block without other evi- 
dence of aortic syphilis. Without positive serological evi- 
dence, coronary artery disease would be diagnosed, but in 
these patients a syphilitic origin could not be excluded. 
Secondly, in the remaining 16 patients (8 males and 8 
females) uncomplicated aortitis was suspected but the evi- 
dence was insufficient to allow a definite diagnosis. In some 
the degree of dilatation was too slight to be more than sus- 
picious ; in others the dilatation was more definite but there 
were other factors which could account for it, such as slight 
hypertension in one and advanced age with marked un- 
folding in others. The difficulty is naturally greater in the 
older patients, particularly in those over 65, for the syphilitic 
aorta is not exempt from the normal processes of ageing, 
and atherosclerosis and syphilis often coexist. 
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A few patients have had to remain in the doubtful group 
because death or default precluded the repeated observation 
over the years which might have led to a more precise 
diagnosis. 

None of our patients presented pulmonary syphilis. 


Clinical Features 
The signs and symptoms common to those with aortitis, 
complicated or otherwise, are listed in Table IV. Among 
those with uncomplicated aortitis there can be no certainty 


Taste IV 
Uncomplicated Aortic Ar 

Aortitis Incompetence 
Total No. of patients 45 124 3] 
No physical signs 20 ! 
Second sound accentuated 20 21 8 
Systolic murmur 15 97 20 
Early diastolic murmur 124 1s 
Asymptomatic 6% 4! 7 
Dyspnoea 8 (8 21 
Angina of effort 2 23 4 
Other chest pain 26 
Palpitation ! 19 7 


that the symptoms were due to the aortic lesion. Many of 
these patients were at an age when breathlessness to some 
degree is very common, and they came from a population 
in which chronic bronchitis and emphysema are often seen. 
One of the two patients with angina of effort was proved 
at necropsy to have coronary atheroma and cardiac infarc- 
tion—syphilitic aortitis was present, but there was no 
coronary ostial stenosis. This was the only patient in the 
group to have an abnormal electrocardiogram. In all these 
patients the aorta was dilated, and in six the ascending part 
was calcified. 

Aortic dilatation was present in 113 patients with aortic 
incompetence and in 11 the ascending part was calcified. In 
46 patients the left ventricle was normal, in 64 it was moder- 
ately enlarged, and in 25 it was greatly enlarged. The elecitro- 
cardiogram was abnormal in 46 patients. 

There were 32 aneurysms in 31 patients ; 26 were saccular 
and 6 fusiform. Seven occurred in the ascending aorta, 7 
in the descending aorta, 16 in the arch, and 2 in the in- 
nominate artery. Fifteen of these patients had aortic in- 
competence—there was no association between the site of 
the aneurysm and the presence of aortic incompetence. In 
addition to the symptoms already noted, hoarseness occurred 
in eight, all with aneurysms of the arch, and a brassy cough 
was found in four. Amongst the physical signs not already 
listed, abnormal pulsation of the chest wall occurred in 10, 
trachea! tug in 10, laryngeal palsy in 5, stridor and collapsed 
lung each in 4, unequal radial pulses in 2, and dilated veins 
across the chest wall in 2. No patient with aneurysm had 
an abnormal electrocardiogram in the absence of associated 
aortic incompetence. 


Disabitity 

In an attempt to assess the degree of disability produced 
by the cardiovascular lesion all patients have been placed 
in one of four categories corresponding roughly to those 
suggested by the New York Heart Association (1942). “No 
disability ” indicates that the patient is not limited in any way 
by his cardiovascular system. “Slight disability * implies 
that physical activity is a little restricted and that ordinary 
exertion causes some discomfort. ‘ Moderate disability ” 
implies that activity is much restricted and that less than 
ordinary degrees of exertion cause some discomfort. “ Severe 
disability ” is anything greater than this. 

At the initial assessment 87 patients (43°) were without 
cardiovascular symptoms of any kind and had no disability. 
They included four-fifths of those with uncomplicated 
aortitis, a fifth of those with aneurysm, and a third of those 
with aortic incompetence. In a further 54 disability was 
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slight, in 47 it was moderate, and in 14 it was severe. All 
patients in the latter grade had aortic incompetence and 7 
were in congestive failure when first seen 

In Table V we have compared our results with eight other 
surveys dating from 1919. The incidence of aortic incom- 
petence in our series is 9.3%, compared with an average of 


Taste V.—Comparative Incidence of Cardiovascular Lesions 
among Syphilitics 

| No. } Aortic | Uncom- |} 


Author of | Incom- |Aneurysm| plicated | Total Remarks 
Cases | petence Aortitis ' 
Hubert (1919) 1,485 16°. 14-6", 
Turner (1930) | 6,240 12% | 6-2 10-1°, Aortitis 
| includes 
| | myocarditis 
Maynard et al 346] | 32% 42% Aortitis 
(1935) definite, 
13°, possible 
Cole et al 6,253 1-2%,° 40, 99°, | Diagnoses 
(CCG) not mutually 
(1936) | exclusive 
Cochems and | 1,000 2 6 8°, 4-2% 12:7% 
Kemp (1937) 
McDermott 2.718 Aortic in- 
et al. (1942) j competence 
only con- 
sidered 
Kampmeier 2,961 % 1-2% No figure for 
(1944) aortitis 
given 
Dressler and 1,270 yA 24%, 10. Radiological 
Silverman | evidence of 
(1943) aortitis not 
| } present in 
| all 
Present series 1,330 93% 2-3% 34" 18%, 
(1955) 


® Includes all patients presenting a dual picture of aortic incompetence and 
aneurysm. 


3.8 in the other eight groups, in which the incidence is 
strikingly uniform. The only explanation we can offer for 
our finding an early diastolic murmur in so many of our 
patients is that we make a practice of auscultating the chest 
with the patient leaning forward and the breath held in ex- 
piration. We are sure that if this is not done many quiet 
high-pitched early diastolic murmurs will be missed. The 
incidence of 2.3% of aneurysms in our series accords reason- 
ably well with the others. When we come to uncomplicated 
aortitis we are at once struck by the very wide variation in 
the diagnostic criteria of the various authors. We feel that 
too much weight has been given to auscultatory findings and 
antero-posterior chest films ; only fluoroscopic examination, 
short of angiocardiography, can give a satisfactory demon- 
stration of the aorta. 


Concomitant Cardiovascular Disease 
Concomitant forms of heart disease, actual or potential, 
were found in 29 (14.3%) of the 202 patients with cardio- 
vascular syphilis (Table VI). 


Taste VI.—Concomitant Cardiovascular Disease 


| Aortic Aortitis! Aortitis 


Male Female | Total | Incom — Posi- | Doubt ree 
| petenc | tive | fu 
Hypertension 
Systolic over j 
200 | 03 28 | 21 4 2 1 
Diastolic | 
over 4 6 10 6 
| 
Rheumatic: | | | 
History only) 5 10 7 2 
Signs of mit- | 
ral disease} 1! 3 | 4 4 
Aortic stenosis; 2 2 | 4 4 
Cardiac infarc-| 
tion a 2 1 


Hypertension—The commonest concomitant  cardio- 
vascular disease was hypertension. Of 10 patients with 
diastolic pressures of more than 100 mm. Hg, 6 had aortic 
incompetence, 2 had uncomplicated aortitis, one had an 
aneurysm, and another heart-block. 
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Rheumatic Heart Disease A history of rheumatic fever 
was given by 10 patients (5 males and 5 females), none of 
whom had any suggestion of mitral disease When a 
syphilitic patient with aortic incompetence gives a history of 
rheumatism but has no evidence of mitral valve disease, we 
have considered this to be syphilitic aortic incompetence. 
None of the four patients with probable concomitant mitral 
valve disease had a rheumatic history, therefore they are 
briefly reviewed to justify their inclusion in the series 

(i) A man of 46 with aortic stenosis and incompetence, and 
calcification and dilatation of the ascending aorta, showed also an 
apical mid-diastolic murmur, prominence of the pulmonary artery, 
and slight enlargement of the left auricle. A calcified aortic 
valve was seen 

(ui) A girl of 18 with congenital syphilis and free aortic incom- 
petence had also an apical mid-diastolic murmur Fluoroscopy 
showed a heart with a straight left border and slight enlargement 
of the left auricle 

(iii) A woman of $1 with aortic incompetence and dilatation of 
the ascending aorta had also an apical mid-diastolic murmur and 
definite enlargement of the left auricle 

(iv) A woman of 59 was initially found to have a loud apical 
systolic murmur, enlargement of the pulmonary artery and of the 
left auricle, but also well-marked dilatation of the ascending aorta 
At a later examination an aortic early diastohc murmur was 
found 

Aortic Stenosis——Of 4 patients with aortic stenosis (2 
males and 2 females), one had probable mitral disease in 
addition, and his case has already been considered under 
rheumatic heart disease. Two others have come to necropsy 
with evidence of syphilitic aortitis in addition to calcific 
aortic stenosis, and, encouraged by this necropsy experience, 
we have hazarded a similar diagnosis in another case. 

Cardiac Infarction.-This was diagnosed four times, with 
necropsy control in two cases It was not fatal in three 
and caused sudden death in another, a woman with aortic 
incompetence and very active aortitis whose left coronary 
orifice became occluded by a fibrinous plaque shortly after 
antisyphilitic treatment, in the form of bismuth, had been 
started. In one of the non-fatal cases the patient died later 
of intercurrent disease and the cardiac infarction was found 
to be due to coronary atheroma. This patient had uncom- 
plicated aortitis as his syphilitic lesion. The other three had 
aortic incompetence complicated in one by an innominate 
aneurysm 


Syphilis and Cardiovascular Disease 


Taste VIL—Type of Syphilis in Relation to Cardiovascular 
Diagnosis 


Cardiovascular 


No 
Abnormal 
Total Cardio- | Abnormalities 
Type No vascular 
ne t 
alitie Than Syphilis] yphilis 
Earl Ntagious 163 146 (89 1(< 
Neur ical 265 | 148 (56%) | | 66(25%) 
Late ind late clinical | | 
xcluding neurolog | 
7R0 514 (66° 134 (17%) 132 (17%) 
Congenital 17 (8°) (3%) 
Past history of syphilis® | 
Total 1,330 +14 (69°) 214 (16°) 202 (15°) 
* Clinically and serological cgative, but desired reassurance in view of a 
ast histor f syphi 


The higher percentage of normal cardiovascular systems 
imong patients with early syphilis is to be expected, since 
the bulk of those patients were below middle age. There 
was only one patient in this group with aortic incompetence 
probably due to syphilis This is likely to be attributable 
to the efficacy of antisyphilitic treatment in the early stages 
of the disease, but it might be due to the fact that sufficient 
time has not elapsed to determine the true incidence of 
cardiovascular syphilis, even after modern treatment 

Of 265 patients with neurosyphilis, 66 (25°) also had 
cardiovascular syphilis, while an additional 51 (19°.) pre- 
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sented other cardiovascular abnormalities. The diagnosis of 
neurosyphilis in those with cardiovascular syphilis was 
established as follows : 


Number with abnormal signs and abnormal cerebrospinal 


fluid ‘ 32 
Number with normal signs and abnormal cerebrospinal 

fluid 
Number with abnormal signs and normal cerebrospinal 

fluid ‘ .. 1 


The detection of coexisting syphilis in the cardiovascular 
and central nervous systems is of the greatest importance, 
and the fact that neurosyphilis was diagnosed exclusively on 
results of cerebrospinal fluid examination in 24 cases justifies 
lumbar puncture, where possible, in all patients with cardio- 
vascular syphilis. 

Cardiovascular syphilis was found to coexist with ocular 
syphilis in 15 patients and with tertiary lesions in 11 patients. 

Eleven (11°) of those with congenital syphilis had cardio- 
vascular abnormalities, of whom the most important were 
three with evidence of syphilitic involvement (discussed in 
detail later). 


Serological Findings in Those With Cardiovascular 
Syphilis 

Serological tests for syphilis were performed in 201 patients 
(one died within 24 hours of his first admission to hospital) : 
189 (94°) initially presented a strongly positive serology, 4 
(2%) had doubtful serological evidence of the disease, while 
8 (4°) were repeatedly negative. In two of the negatives 
further tests were carried out by Dr. Orpwood Price 
(Venereal Diseases Reference Laboratory) ; results were nega- 
tive in one patient, while in the other a positive treponemal 
immobilization test was accompanied by confirmatory evi- 
dence in three out of the four standard routine tests which he 
then employed 


Incubation Period and Previous Treatment 


Twenty-five (13%) patients gave a definite history of infec- 
tion from which the incubation period of cardiovascular 
syphilis could be established, while in 28 (14.5%) the history 
could only be described as doubtful. With the exception 
of one patient (Case 1, referred to in detail later), the average 
incubation period was 29 years, the minimum being 17 and 
the maximum 44 years 

According to Stokes et al. (1934), “the best treatment of 
cardiovascular syphilis is prophylaxis—that is, at least 20 
30 injections of an arsenical with interim heavy metal (bis- 
muth) administered under the continuous system while the 
patient is in the early stages of syphilis.” In none of our 
patients whose infection could be dated did arsenical treat- 
ment in the early stages of the disease approximate to this 
standard. The minimum was one injection of arsphenamine 
given to a sailor during the first world war, and the maxi- 
mum comprised 3.9 g. of neoarsphenamine given to a female 
patient (Case 1). The latter also received 2 g. of bismuth 
metal in suspension together with 3.4 mega units of penicillin, 
but treatment was erratic on account of her frequent default. 


Patients Who Merit Special Consideration 


Four case histories of unusual interest are discussed in 
detail below One patient presented evidence suggesting 
cardiovascular syphilis four years after reporting with secon- 
dary syphilis ; the other three have congenital syphilis : two 
of them present very strong evidence of cardiovascular 
syphilis, while the third is a possible case of combined 
rheumatic and syphilitic heart disease. All four patients are 
alive at the present time. 

Case 1—-A woman aged 37 first attended in June, 1946, 
as a contact of a patient with primary syphilis. She had 
secondary manifestations of the disease—a _ generalized 
maculo-papular rash—and a strongly positive blood Wasser- 
mann reaction. She received 3.4 mega units of penicillin, 
3.9 g. of neoarsphenamine, and 2 g. of bismuth metal in 
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suspension, following which she was observed clinically and 
serologically for four years. Her progress being satisfactory, 
she was referred for cardiological examination prior to dis- 
charge from the venereal diseases clinic in September, 1951, 
when an early diastolic murmur of aortic incompetence was 
heard. Fluoroscopy showed no cardiac enlargement and the 
aorta appeared normal. The electrocardiogram was normal. 
She has been seen at annual intervals since then—she remains 
perfectly well, but the clinical findings are unchanged and 
there has been no alteration in the normal fluoroscopic and 
electrocardiographic findings. There was no history of 
rheumatism, chorea, or scarlet fever. This case is quoted to 
illustrate the difficulty of diagnosis when aortic valve disease 
is found in a patient four years after treatment for secondary 
syphilis. 


Three Patients with Congenital Syphilis 


Case 2.—A woman aged 34 was referred initially from an 
antenatal clinic on account of doubtful serology. She was 
found to have Hutchinsonian teeth, a long-standing healed 
keratitis, and a positive blood Wassermann of low titre. 
She received only 9.2 g. of arsenic on account of intolerance 
to this drug, and 12.6 g. of bismuth, followed by 54 years’ 
of satisfactory surveillance, after which she was referred for 
cardiological examination. She complained of pain in the 
upper part of the back, left shoulder, and left arm, which 
was brought on by exertion and relieved by rest. Her blood 
pressure fluctuated between 170/90 and 155/75. There was 
a systolic murmur over the base of the heart and the aortic 
second sound was accentuated. The first part of the aorta 
was considered to be dilated and unduly pulsatile on six 
filuoroscopic examinations between 1950 and 1955. The 
electrocardiogram was normal apart from one short attack 
of supraventricular tachycardia. She has improved clinically 
during the period of observation and now makes no com- 
plaint of exertional pain. This patient shows evidence of 
aortitis which we would accept without serious question in a 
case of acquired syphilis. 

Case 3—-A woman aged 45 had during infancy and adult 
life received collectively nine courses of bismuth and approxi- 
mately 7 mega units of penicillin. When we saw her at the 
age of 45 she had chronic choroiditis, a Charcot hip-joint, 
and a strongly positive blood Wassermann reaction. There 
was no history of rheumatism or chorea, but she thought she 
had had scarlet fever in infancy. She had no symptoms 
referable to her heart but she was found to have aortic 
incompetence. Fluoroscopy showed dilatation and calcifica- 
tion of the ascending aorta. The electrocardiogram was 
normal. There was nothing in clinical or fluoroscopic exam- 
ination to suggest mitral valve disease. This case gives the 
strongest possible evidence of syphilitic aortitis with involve- 
ment of the aortic valve in a patient with congenital 
syphilis. 

Case 4.—-A girl aged 16 was found to have choroiditis of 
congenitally syphilitic origin according to the ophthalmo- 
logist, and for which she had some antisyphilitic treatment 
during infancy. Both parents were found to have acquired 
syphilis. She received four courses of neoarsphenamine and 
bismuth, and then, at the age of 18, was seen by the cardio- 
logist She was found to have free aortic incompetence 
and a blood pressure of 140/0; a diastolic murmur, present 
at the apex, was probably accompanied by a mitral opening 
snap. Fluoroscopy showed a straight left cardiac border and 
slight enlargement of the left auricle. There was no enlarge- 
ment of the left ventricle and no dilatation of the aorta. The 
electrocardiogram had always been normal. The cardio- 
logical follow-up extended over five years, during which time 
there had been ho change in the findings. The patient is of 
low-grade mentality but has no recollection of rheumatism, 
chorea, or scarlet fever. This case of congenital syphilis 
shows a gross lesion of the aortic valve, but has, in addi- 
tion, evidence of rheumatic mitral valve disease. She cannot, 
therefore, be regarded as a proved case of cardiovascular 
syphilis, but, in view of the two cases already quoted, we 
feel justified in suspecting a double lesion. 
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Necropsy Findings 

Altogether 27 patients with known or suspected cardio- 
vascular syphilis have come to necropsy. The diagnosis of 
aortic incompetence in 11 instances was confirmed macro- 
scopically, 8 showing narrowing or occlusion of one or both 
coronary ostia. Naked-eye proof of aortitis was obtained 
in 12 patients with aneurysm, 4 of whom had aortic in- 
competence ; none showed coronary ostial stenosis. Where 
sought, histological confirmation was obtained in all (14) 
cases presenting complicated aortitis. In four patients sus- 
pected of having uncomplicated aortitis, naked-eye and 
histological confirmation was obtained in three, while in the 
fourth the aorta was reported as normal to the naked eye. 

Discussion 

Our experience convinces us that the detection of cardio- 
vascular syphilis depends upon careful clinical and fluoro- 
scopic examination of the chest. A simple chest film is not 
enough to exclude uncomplicated aortitis and therefore 
fluoroscopy becomes a routine procedure, the oblique posi- 
tions being essential for the diagnosis of this condition. Re- 
peated re-examination of the patient over a number of years 
may be necessary before positive evidence of cardiovascular 
syphilis can be obtained. 

The diagnosis of uncomplicated aortitis can be very diffi- 
cult, especially in older patients or in those with hypertension, 
a circumstance which may have led us to be too conservative 
in making a firm diagnosis. In such instances necropsy 
findings alone can solve the problem. Only seven patients 
with late syphilis in whom we made normal cardio-aortic 
findings have come to necropsy—none of them showing evi- 
dence of aortitis. On the other hand, in only one patient 
among four in whom we had suspected aortitis has necropsy 
proved us wrong. 

The high incidence of aortic incompetence in this series 
(9.3% compared with an average of 3.8% in eight other 
surveys—see Table V) has surprised us. We have made it a 
rule never to exclude an early diastolic murmur unless the 
chest has been auscultated with the patient leaning forward 
and holding his breath in expiration. We have also been 
impressed by the superiority of the modern diaphragm type 
of stethoscope over the older type when it comes to hearing 
quiet high-pitched early diastolic murmurs. A large number 
of patients with syphilitic aortic incompetence have no symp- 
toms referable to their hearts. They lead active lives and 
remain well for years. This has altered our view of the 
prognosis of this lesion and makes us believe that it is only 
when symptoms develop and the patients come under obser- 
vation as cases of heart disease and not as syphilitics that 
the expectation of life is as short as was once thought. 

The establishment of a diagnosis of syphilis in patients 
presenting a cardio-aortic picture is not always easy. It rests 
mainly upon serological findings, but evidence of syphilitic 
manifestations elsewhere in the body may provide confirm- 
atory evidence. Neurological involvement may show itself 
clinically or may be detectable only by routine examination 
of the cerebrospinal fluid. A previous history of infection, 
with or without treatment, may also be of valuable assistance 
in diagnosis. 

Syphilitic involvement of the heart and aorta may be 
overlooked, especially in its asymptomatic phase and when 
some other form of the disease dominates the picture. 

We are satisfied that close collaboration between syphilo- 
logist and cardiologist is necessary for the proper investiga- 
tion and treatment of syphilitic infection. 


Summary 


Of 1,330 syphilitic patients referred for cardiovascular 
investigation, the majority of whom were examined 
before receiving antisyphilitic therapy, 202 (15%) 
were found to have cardiovascular syphilis, and 214 
(16%) had other non-syphilitic cardiovascular abnor- 
malities. 
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Cardiovascular syphilis was suspected in one patient 
who had been treated for syphilis, and in 
three whose disease was inherited 


secondary 
Criteria for the establishment of the diagnosis of 
syphilis are discussed. The great majority of syphilitic 
patients present undoubted serological evidence of the 
disease Time will establish the value of the 
treponemal immobilization test in the remainder 


alone 


Difficulties attending the diagnosis of cardiovascular 
syphilis are briefly mentioned. 
Necropsy results in 27 cases confirmed our diagnosis 


in all but one instance 
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Late 


There have not been many clinical studies of uncom- 
plicated syphilitic aortitis, and on account of the 
exceptional difficulties of making the diagnosis few are 
satisfactory 

Some authors, impressed with the frequency of aortitis 
as a chance finding at necropsy when it had never caused 
symptoms during life, have claimed that asymptomatic 
normal life-span (Heller, 1927; 
Schlesinger, 1932; Moore, 1941). Among others who 
have confined their attention to the disease when it is 
detectable in life opinion is more varied but still com- 
paratively (1941) suggested that 
such patients might expect to live for 10 to 20 years 
after diagnosis. Kalz and Scott (1955) have recently 
claimed that the expectation of life is never diminished 
by uncomplicated aortitis, but O'Brien er al. (1955) find 
that it is shortened by at least 10 years. 

All the work on this subject has been done in 
Germany or America, and no one has attempted to 
study the problem in this country. It therefore seemed 
of interest to examine the outcome of uncomplicated 
aortitis in a group of patients attending a British clinic. 


aortitis carries a 


favourable Moore 


Material and Methods 


This paper is based upon the experience of 61 patients 
with uncomplicated syphilitic aortitis seen for the first time 
before the end of 1951 They were found during the 
routine cardiological examination of 1,330 syphilitic patients 
at a special joint clinic established in 1947 at the Newcastle 
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General Hospital by Professor Sir William Hume in col- 
laboration with Dr. W. V. Macfarlane, Director of the 
Department for Venereal Diseases, and Dr. W. G. A. Swan, 
physician in charge of the Cardiovascular Department (Mac- 
farlane, Swan, and Irvine, 1956). 

All patients had a history of syphilis, or signs of the 
disease in other systems, or positive serological evidence in 
the blood or C.S.F. The disease was of the acquired type in 
every case save one, in which it was congenital. 

All patients were examined clinically, fluoroscopically, 
and electrocardiographically, and those suspected of having 
aortitis were re-examined at approximately annual intervals. 
All living patients in the group were reviewed in 1954 with 
the exception of two who reported themselves well but 
refused to attend for examination. No patient was untraced. 

Age and Sex.—There were 37 males and 24 females. The 
ages ranged from 36 to 73, with an average for the whole 
group of 56 years (males 58, females 53). 

Duration of Infection Twenty-four of the men 
aware of the probable time at which they acquired their 
syphilis. In these the average duration of infection before 
the discovery of the aortic lesion was 27 years (13 to 37 
years) 

Early Treatment. 
treatment at the time of their initial infection 
from a single injection of arsenic in one case to 18 months’ 
treatment and surveillance in another. Only two patients 
seemed to have received more than one course of arsenic. 


were 


Ten of the patients had received some 
This varied 


Diagnostic Criteria 

The essential criterion for diagnosis consisted in fluoro- 
scopic evidence of a dilated aorta detected on more than 
one occasion and in the absence of aortic incompetence. 
Hypertensive patients were excluded unless the ascending 
aorta was calcified (two cases) or unless they subsequently 
developed aortic incompetence, in which case a diagnosis of 
uncomplicated aortitis was made retrospectively (two cases). 
The ascending aorta was calcified in seven patients. There 
is no reliable measurement of the diameter of the aorta apart 
from angiocardiography, which was not attempted in the 
present series. The diagnosis rests on a personal impression, 
formed at fluoroscopy, that the aorta, particularly in its 
ascending part, is wider than it should be at any given age. 
Suspicious cases have been re-examined repeatedly, and con- 
sistency has been achieved by the fact that all the fluoro- 
scopy has been performed by one observer, Dr. W. G. A. 
Swan. 

Clinical Features 

Forty-seven patients were free of any symptoms referable 
to the cardiovascular system. Among the remaining 14, 
breathlessness on effort occurred in 11, angina of effort in 
4, other sorts of chest pain in 3, and palpitation in 2. There 
can be no certainty that any of these symptoms were really 
due to disease of the aorta, for many patients were at an age 
when some degree of breathlessness is normal, and they all 
come from a population in which chronic bronchitis and 
emphysema are extremely common. Moreover, in those with 
angina it is probable that this symptom was due to con- 
comitant coronary atheroma rather than to coronary ostial 
stenosis, and this was proved to be so in one case examined 
at necropsy. No patient complained of paroxysmal 
dyspnoea. 

In 27 patients there were no abnormal physical signs. In 
26 there was a basal systolic murmur and in 23 the second 
sound was increased. In 15 these signs occurred together. 


Survival after Diagnosis 


In 1954, 51 of the patients were still alive and 10 were 
dead. The survivors had been under observation for at 
least three years, extending to 14 years in one patient, who 
happened to have been thoroughly examined ten years before 
the inception of the regular clinic for cardiovascular syphilis. 
The mean observation period was 5.1 years. 
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In Fig. | the survival of these patients is compared with 
the expected survival of the general population of the same 
average age and sex distribution (Registrar-General, 1936). 
The graph shows that there is no significant difference be- 
tween the two groups. 
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Fic. 1.—Uncomplicated aortitis. Survival after diagnosis com- 
pared with general population. 


Progression 

Eighteen patients (30%) showed some mark of progres- 
sion in the aortic lesion ; 15 developed aortic incompetence, 
which was slight in every case but one. In a further case 
a transitory early diastolic murmur appeared and was heard 
for two successive years but not subsequently. This was the 
only example in which the development of aortic incom- 
petence appeared to be temporary. In two more cases the 
aortic valve remained competent, but the aorta became more 
dilated, reaching aneurysmal proportions in one. In 13 cases 
(12 with aortic incompetence and one without) this progres- 
sion was not accompanied by the appearance of symptoms 
when these had previously been absent or by an increase 
in any disability already present. In these the advance of 
the disease could not have been detected except by repeated 
clinical and fluoroscopic examination. There were five 
further cases in which progression was accompanied by an 
increase in disability, breathlessness appearing in three and 
angina of effort in two. 

All the patients initially had normal electrocardiograms, 
but in 6 of the 18 cases showing progression the tracing 
became abnormal. Of five who developed aortic incom- 
petence the pattern of left ventricular strain appeared in 
three (two of these were hypertensives and in the other the 
aortic incompetence was gross) ; in two others with previous 
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Fic. 2.—Uncomplicated aortitis. Progression after diagnosis. 
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angina the patterns of cardiac infarction appeared. One 
without incompetence, whose aorta became further dilated, 
also acquired right bundle branch block. 

In only two cases was the development of aortic incom- 
petence accompanied by cardiac enlargement. 

Time of Progression—-The time at which progression 
occurred after the original discovery of the aortic lesion is 
shown in Fig. 2. It is apparent that progression occurred 
at a fairly constant rate. The average interval before pro- 
gression was 3.4 years from diagnosis. 

Causes of Death—Progression did not carry any imme- 
diate risk to life and only one patient who developed aortic 
incompetence died of it, and then not for 14 years after the 
original diagnosis of uncomplicated aortitis. Deaths from 
causes other than cardiovascular syphilis occurred in nine 
cases, none of which had shown progression. The cause 
was a cerebrovascular accident in four ; in the other five the 
causes were liver failure, biliary peritonitis, tuberculous 
meningitis, carcinoma of the tongue, and pneumonia. Post- 
mortem evidence is available in only two cases. In both, 
the clinical suspicion of syphilitic aortitis was confirmed 
macroscopically and microscopically. 


Individual Prognostic Factors 


In an effort to study individual factors affecting prognosis 
the 18 patients whose disease progressed have been com- 
pared with the 34 who showed no change. The nine patients 
who died from other causes without showing progression 
have been ignored. 

Age.—The average age of those who showed progression 
was 56 years at the time of the first cardiovascular examina- 
tion. In those remaining unchanged it was 58. The differ- 
ence is not great enough to suggest that increasing age is a 
factor tending to favour progression. 

Sex.—Twelve males and six females showed progression. 
In those showing no change the sexes were equally divided— 
17 males and 17 females. The apparently greater risk of 
deterioration in males does not reach the level of statistical 
significance. 

Occupation.—The male patients were classified into three 
occupational groups—light (that is, clerical, sedentary, or 
supervisory workers), medium (that is, drivers, electricians, 
fitters, etc.), and heavy (that is, miners, sailors, heavy 
labourers, etc.). Among those who progressed one was in 
light work—an insurance agent—six were in medium grades 
of work, and five in heavy. Of those who showed no change 
three were in light work, seven in intermediate jobs, and 15 
in heavy. These figures do not suggest that occupation has 
any influence upon progression. 

Duration of Infection —In 8 of the 12 males who showed 
progression the probable duration of infection was known, 
and it averaged 27 years. In those who showed no change 
the figure was identical. There is thus no evidence to sup- 
port the view that progression is more likely in those whose 
infection is of longer standing. 

Symptoms.—Of the initially asymptomatic cases 10 pro- 
gressed and 31 showed no change. Of the patients who had 
symptoms when first seen eight progressed and only three 
remained unchanged. This would certainly seem to suggest 
that the presence of symptoms is an adverse prognostic 
factor ; but the point is valid only if it is certain that the 
symptoms are due to the aortic lesion and not to some inter- 
current disease. Such certainty is not a feature of the present 
series. 

Physical Signs —Of 33 patients with an aortic systolic 
murmur or an increased second sound 13 progressed and 20 
showed no change. Of those without these signs 5 progressed 
and 14 showed no change. These differences are insignifi- 
cant, as were analyses of each sign separately. 

Radiological Signs —The degree of aortic dilatation was 
regarded as slight in 41 cases and more pronounced in 11 
others. Of these 11, five deteriorated and six were un- 
changed. Among the remainder, 13 deteriorated and 28 
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showed no change. This rather suggests that cases with 
more advanced degrees of aortic dilatation carry a worse 
prognosis (a fact which is certainly true if the dilatation 
amounts to an aneurysm), but these figures do not prove 
statistically that this is so 

Serology.—The titre of the initial quantitative Wasser- 
mann reaction has been studied in relation to the outcome. 
Among 29 cases in which the Wassermann was strongly posi- 
tive when the aortic lesion was diagnosed 11 progressed 
and 18 showed no change. Among those in which the initial 
Wassermann reaction was doubtful or negative 9 progressed 
and 14 showed no change. These figures do not suggest that 
the strength of the initial Wassermann reaction ts a factor 
of prognostic importance. A similar analysis of the change 
in Wassermann titre in response to treatment failed to show 
any correlation with the chance of progression. 


Treatment 


Thirty patients received 15 mega units or more of peni- 
cillin. Of the 22 who did not, 15 received some penicillin, 
usually up to a maximum of 10.7 mega units (average, 9 
mega units) while the other seven received arsenic or bismuth 
only Symptomatic and asymptomatic cases showed a 
roughly even distribution between the two groups. Of those 
who received at least 15 mega units of penicillin, 11 pro- 
gressed and 19 showed no change Of the remainder, 
progressed and 15 remained unchanged. There is thus no 
material difference between the two groups to suggest that 
those who received the larger amounts of penicillin did any 
better than the rest, or that those who received little or no 
penicillin did any worse than the others. 


Discussion 

This study shows that there is no appreciable threat to 
life from uncomplicated aortitis, at least for the first seven 
years after its discovery, and the only patient to die of 
cardiovascular syphilis survived for 14 years after his aortic 
lesion was first detected. These results are in accord with 
the relatively favourable prognosis given by Moore (1941) 
and by Kalz and Scott (1955) 

Progression to aortic incompetence or to further dilatation 
of the aorta occurred in just under a third of the patients 
after an average period of 3.4 years, and the risk of progres- 
sion appeared to be fairly constant over the first seven years. 
These figures show a much higher risk of progression than 
those of any series published hitherto. Thus Hubert ‘1931) 
reported that only I! out of 200 patients developed more 
serious forms of the disease during six to eleven years’ 
observation. Moore and Metildi (1933) found progression 
in 19.1 of a group of 115 patients observed for two to 
eight years. Their figure includes a few cases of syphilitic 
“myocarditis” whose significance is uncertain. The Co- 
operative Clinical Group (Cole er al., 1936) found progres- 
sion in only 8.6%, of 267 cases observed for five to fifteen 
years. Maynard (1942) reported a progression rate of 9.5° 
in a small series but failed to make clear the length of time 
over which these changes were observed. Finally, Rich and 
Webster (1952) noted progression in 15% of 93 patients 
observed for an average of 6.6 years. They found that pro- 
gression occurred after an average interval of three and a 
half years—a figure almost identical with that observed in 
the present series. Their cases may have been a little less 
strictly selected than the ones in the present study, for it is 
not claimed that all of them had radiological evidence of a 
dilated aorta, and the remainder were diagnosed on the 
strength of a basal systolic murmur or an accentuated second 
sound. 


The number of progressions noted among the patients 
under review is thus at least 50° higher than any other 
comparable series and more than twice as high as the 
majority. There would seem to be two possible reasons. 
One is that the patients in the present series were inade- 
quately treated in comparison with those of other authors. 
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This is unlikely, for two-thirds of these patients received 
at least 10 mega units of penicillin, which was not avail- 
able during any previous investigation except that of Rich 
and Webster. 

The alternative explanation may lie in the strictness of 
the diagnostic standards that have been employed. When 
comparison is made with other published series reporting 
the results of routine cardiological examination among 
patients with syphilis it becomes clear that this is the only 
one in which fluoroscopic evidence of aortic dilatation has 
been made the essential criterion for the diagnosis of uncom- 
plicated aortitis. This criterion naturally makes great 
demands upon the unsupported clinical impression of the 
observer. There is, however, evidence that it has been 
critically used, because fewer cases were accepted as 
examples of uncomplicated aortitis than in any previous 
comparable series (Macfarlane, Swan, and Irvine, 1956). 

The failure to find any prognostic factors of importance 
is disappointing but not unexpected, since no previous Series 
has had any more success in this part of the investigation, 


Summary 


In the course of the routine cardiological examination 
of 1,330 syphilitic patients 61 were detected with prob- 
able uncomplicated aortitis. 

The diagnosis was made in the presence of a dilated 
ascending aorta, recognized at fluoroscopy. In seven 
cases the ascending aorta was also calcified. 

These patients were observed at repeated intervals for 
periods of 3 to 14 years, with an average of 5.1 years. 

For the first seven years after diagnosis the expecta- 
tion of life in these patients was normal, but one died 
eventually of aortic incompetence after 14 years. 

Progression to aortic incompetence or to further dila- 
tation of the aorta occurred at a fairly constant rate 
and affected about a third of the patients after an aver- 
age interval of three and a half years from diagnosis. 

No factors of undisputable prognostic importance 
were discovered, but there was some evidence to show 
that those with symptoms at the time of diagnosis and 
those with the greater degrees of aortic dilatation did 
worse than the others. 

No appreciable prognostic effect could be attached to 
age, sex, occupation, the duration of infection, the 
presence of an aortic systolic murmur or accentuated 
second sound, the titre of the serum Wassermann 
reaction, or the amount of antisyphilitic treatment. 

The significance of these findings is discussed. 


I am indebted to Dr. W. G. A. Swan and Dr. W. V. Macfarlane 
for the opportunity to study this subject, and for helpful criticism 
and advice in the preparation of this paper, which is based on 
part of a thesis for the degree of M.D. in the University of 
Cambridge. 
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MYLERAN IN TREATMENT OF 
CHRONIC MYELOID LEUKAEMIA 


BY 
E. K. BLACKBURN, M.D., F.R.F.P.S. 
G. M. KING, M.D., B.Sc., F.F.R., D.M.R.T. 
AND 


H. T. SWAN, M.B., M.R.C.P., D.C.H. 
From the Department of Haematology, the Royal Infirmary, 
Sheffield, and the Sheffield National Centre for 
Radiotherapy 


“Myleran”™ (1: 4-dimethanesulphonyloxybutane) was 
synthesized by Haddow and Timmis (1953) in the hope 
that its biological action might resemble that of the 
nitrogen mustards because of a common ability to alkyl- 
ate. It showed a depressive influence on the granulo- 
cytic series both in the rat and in man at a much lower 
dosage than most of the other members of the sulphonic- 
acid esters which they elaborated. Galton (1953) demon- 
strated that it is an effective palliative in the treatment 
of chronic myeloid leukaemia. Here we record our 
experiences during the past four and a half years with 
this drug in the treatment of 17 cases of chronic myeloid 
leukaemia and one case of neutrophilic leukaemia. 


Methods 


All the patients were treated initially in hospital and later 
as out-patients. The clinical diagnosis of chronic myeloid 
leukaemia and of acute relapse was confirmed by examina- 
tion of peripheral blood and bone marrow. Estimations of 
the haemoglobin, and erythrocyte, leucocyte, and platelet 
counts, were made thrice weekly in the earlier phases of 
therapy and less frequently afterwards. Patients in good 
clinical remission and not on maintenance doses have been 
seen at monthly intervals. 

Myleran was given as tablets by mouth. Early in the 
trial, doses of 10-25 mg. were given at varying intervals 
depending upon the clinical and haematological response 
(see Table). Cases 1-3 were treated with these doses 
throughout, and Cases 4, 11, and 12 for the first few months 
only, while the maximum single doses early in the treatment 
of Cases 7 and 10 never exceeded 10 mg. Because thrombo- 
cytopenia developed in Cases 2, 3, 4, 10, and 11, we ceased 
using high single dosage and gave thereafter 006 mg. per 
kg. body weight. This meant an average dose of 4 mg. 
daily, which was then continued as long as clinical and 
haematological improvement continued. Occasionally 6 mg. 
daily was given for a few days when a rapid response was 
desired, and lower amounts of the order of 2 mg. a day 
to patients with an unusually sensitive therapeutic response. 

Symptomatic treatment was given as required. Roentgen 
therapy, when given, consisted of irradiation of the splenic 


area. 
Results 


Patients Not Previously Treated 


Detailed results are shown in the Table. Eight cases 
(Nos. 3, 5, 6, 10, 11, 15, 16, and 18) which would otherwise 
have had radiotherapy were treated with myleran, and, with 
the exception of the case of neutrophilic leukaemia (Case 
10), satisfactory remissions were obtained. In Case 3 a single 
course of 180 mg. of the drug was given over a period of 
five months. The patient responded well, but developed 
irreversible thrombocytopenia one month after cessation of 
the course. As the leukaemic process also relapsed at this 
time she was given splenic irradiation. Although the haemo- 
globin then rose following a satisfactory fall in leucocyte 
count and the spleen diminished in size, the thrombocyto- 


penia remained, and she died from cerebral haemorrhage 
eight months after starting myleran therapy. In Case 5 the 
patient relapsed five weeks after the end of the first course 
of myleran (1,666 mg. over 18 months), but responded well 
to further treatment with 360 mg. over five months. He 
then developed acute myeloblastic relapse, from which he 
died. After 18 months on myleran therapy (1,104 mg.), 
Case 6 developed resistance to the drug, as shown by a 
progressive fall in haemoglobin, a steady rise in the leucocyte 
count, and increase in size of the spleen. In no other 
instance within this group, apart from acute relapse, was 
this phenomenon seen. Splenic irradiation gave him tempo- 
rary relief, but he died from myeloblastic leukaemia three 
months after the cessation of myleran treatment. 

The case of neutrophilic leukaemia (No. 10) was resistant 
to both myleran and irradiation. In Case 11 a first course 
of 350 mg. of myleran was given over six months. The 
patient quickly relapsed on the cessation of the therapy and 
also developed thrombocytopenia at this time. In view of 
the latter, radiotherapy was begun. He improved with each 
of five courses given during the ensuing 16 months, but 
the thrombocytopenia persisted. A partial remission then 
followed 160 mg. of myleran given over three months. This 
was followed by terminal acute myeloblastic relapse. In 
Case 15, pernicious anaemia had been treated successfully 
for 17 months with parenteral vitamin Bj before the patient 
developed leukaemia. She and Cases 16 and 18 were treated 
with myleran for three and a half months. Remissions have 
been maintained to date for 13, 124, and 134 months 
respectively. 


Patients Previously Treated by Radiotherapy 


Of the remaining ten patients, six had become resistant 
to splenic irradiation (Nos. 2, 4, 7, 8, 9, and 12). They had 
had repeated courses of such therapy with gradually les- 
sening periods of remission until they had failed to respond 
at all to the treatment. Cases 8 and 12 were also found to 
be resistant to myleran, but the other four obtained satis- 
factory remissions. However, of the four patients, one (Case 
2) died of monoblastic relapse after a course of 500 mg. of 
myleran over four months, while two (Cases 4 and 7) 
developed myeloblastic relapse after courses of 593 mg. over 
14 months and of 748 mg. over 17 months respectively. In 
Case 9 thrombocytopenia occurred even before the begin- 
ning of myleran therapy, and the patient died of broncho- 
pneumonia 12 months after chemotherapy was begun. 

Myleran had no effect in Case 13, who was, however, 
admitted to hospital extremely ill. Case 1 developed myelo- 
blastic leukaemia after a course of 867 mg. of myleran 
given over 14 months, while Case 14 has responded well to 
378 mg. of the drug given over three months. A course of 
262 mg. given over nine weeks has resulted in a remission 
of 11 months to date in Case 17. 


Data Relating to All Patients 


Remission with myleran therapy was heralded in each case 
by relief of general symptoms such as malaise and night 
sweats and by a falling leucocyte count. The haemoglobin 
level did not rise significantly at this stage but rose subse- 
quently. Splenic regression was often slower than with 
radiotherapy, but the rate of increase in haemoglobin was 
just as satisfactory. 

Dangerous granulopenia was not seen. Five cases, how- 
ever, developed significant thrombocytopenia, but this has 
not occurred since smaller individual doses of the order of 
4 mg. a day have been given. Aplastic anaemia has not 
developed, and no toxic effects have been noted in this 
series with the smaller doses. 

Of the 13 patients who have died, the terminal event in 
six was myeloblastic leukaemia and in one monoblastic 
leukaemia. Four of these seven (Cases 1, 2, 4, and 7) had 
had prior courses of radiotherapy, while a fifth (Case 11) 
was irradiated subsequent to myleran therapy. The 
remaining two patients had myleran alone throughout (Cases 
5 and 6). 
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Of a separate series (unpublished) of 16 
fatal cases of chronic myeloid leukaemia, 
all of whom had been treated by upper 
abdominal irradiation only, over the years 
1946-50, only four died in acute relapse. It 
is interesting to compare this group of cases 
with the present myleran series. However, 


{ acute relapse 


months after drug 


Had pernicious anaemia for 


ges gy the number of cases developing acute re- 
358 lapse is too small in each series to obtain 
Discussion 
£32 The best palliative therapy for chronic 
myeloid leukaemia that has stood the test 
25 of time is radiotherapy. Is myleran an 
<= ses effective substitute ? As none of these cases 
on myleran therapy alone has been observed 
* + + for more than three years from the start of 
- the illness, and as the mean survival for the 
disease in general is three to four years 
= (Shimkin et al., 1951 ; and others), this ques- 
tion cannot yet be answered. There is 
general agreement that myleran is easier to 
administer than radiotherapy, and that it 1s 
free from undesirable side-effects (Galton, 
1953 ; Hansen, 1954 ; Kurrle, 1955 ; Petrakis 
é et al., 1954; Videbaek, 1955; and others). 
x ; ee It is undoubtedly effective in many cases. 
4 === | acute relapse in this series sounds a note of 
caution. If radiotherapy is not available or 
7 is contraindicated, or if the patient is radio- 
3 “e = % resistant, then it can be used with justifica- 
O| 2 3883 88 tion. 
= lee ees > ¢ myleran is preterable to 
A = == SAG urethane, to the nitrogen mustard group of 
$ , drugs, and to arsenic and benzene, because 
c= 3 sacs g "2" |& it is free from side-effects, remissions are 
« =e ~ 8 longer, and response is not so erratic. The 
= & ne woo place of demecolcine (“colcemid™) in this 
3 sida| 2 = = = “ 2 range of therapeutic drugs has yet to be 

2 ow ww. father than continuous courses of myleran, 
cele >A because resistance to the drug may develop 
(Galton, 1955; our Case 6). Furthermore, 
Ome | five of our patients who developed an acute 

=| 2 | relapse had had continuous therapy. 
= sate ~ a = Set ae ace | 
te Our experiences are described in the 
Ze| = i treatment with “ myleran ” of 17 cases of 
gS | chronic myeloid leukaemia and one case 
| 2 g. body weight per day by mouth. With 
= larger doses thrombocytopenia may 
SESES = 5 § 8 e535. 5.8 occur. Of eight cases not previously 
sions. The eighth case was one of neutro- 
ga gr philic leukaemia. Four out of six radio- 
| 6 resistant patients and three out of four 
Ee 42 who had had previous irradiation but 
=» | | | were not radio-resistant had satisfactory 
| Ries be Of the 13 patients who have died, the 
Ew mil terminal event in seven was acute relapse. 
22 = 9 contraindicated, or if the patient 1s radio- 
resistant, then myleran can be used justi- 
53 == =2 £52 | fiably. Although it is preferable to other 
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chemotherapeutic agents, with the possible exception of 
demecolcine, the best palliative therapy for chronic 
myeloid leukaemia that has stood the test of time is 
radiotherapy. Myleran at present does not appear to be 
superior to radiotherapy, but we cannot yet answer the 
question, “Is myleran an effective substitute ? ” 


We are indebted to Dr. D. A. G. Galton for the initial supplies 
of myleran, and to Mr. G. W. Blomfield, Dr. H. P. Brody, Mr. 
W. J. Lytle, and Professors E. J. Wayne and G. M. Wilson for 


ward facilities. 
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THERAPEUTIC AND PSYCHOLOGICAL 
APPROACH TO CASES OF 
UNCONSUMMATED MARRIAGE 


BY 
HILDA C. ABRAHAM, M.D. 


Consultant Psychiatrist, British Hospital for Functional 
Nervous Disorders 


In a paper read before the 19th International Psycho- 
analytical Congress at Geneva I attempted to formulate 
the scientific findings derived from the psychotherapeutic 
treatment of about 50 cases of unconsummated marriage 
(Abraham, 1956). Much of this work was carried out 
at the South London Hospital for Women, and was 
made possible by the co-operation of Miss Edith Hall 
and her department. First I shall give an account of 
my therapeutic approach. Much of the description may 
seem to be commonplace, but later I shall demonstrate 
that each step was taken on the basis of psychological 
reasoning and that it was through my knowledge of 
psycho-analytical theory that I was able to understand 
and handle my patients. 

The women referred to me had been married for 
periods varying from two months to about eleven years. 
Most of them had been seen by one or several general 
practitioners, some by marriage guidance centres, and 
all by a gynaecologist who had not succeeded in carry- 
ing out a vaginal examination. Several patients had 
had a dilatation under general anaesthesia without any 
result. 

Technique of Treatment 

My technique was evolved under the pressure of a busy 
out-patient department, where such patients, so obviously 
unsuitable for a waiting-list, had to be dealt with quickly. 
The early cases were handled in a more tentative manner 
than the later ones and with greater expenditure of time. 
When the flow of such cases became continuous I gradually 
shortened and modified my procedure. Two points should 
here be stressed. First, my success largely depended on 
team-work, and the understanding and co-operation of Miss 
Hall and Miss Croxford were invaluable. Secondly, in no 
case was I content with the achievement of intercourse, 
for I continued to see the patients until, in most cases, 
some measure of orgastic satisfaction was reported, although 
this naturally varied in degree and in a few cases remained 
poor. If pregnancy was not desired, birth-control was 
introduced before intercourse took place, so as to obviate 
any conscious reasons for apprehension and restraint. If 
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pregnancy was desired and achieved the patients were seen 
throughout that time, since it was assumed that women 
who had denied their femininity so strongly would need 
help in adjusting to their maternal role. Also, the manage- 
ment of the expected infant was discussed, in the hope that 
this might protect it from the mother’s fate. 

When seeing such patients the first efforts must be directed 
towards gaining their confidence. Often they have had 
their fears derided by doctors, and are therefore surprised 
by a sympathetic approach, and the assurance that I have 
seen other patients with similar fears serves to relieve 
tension and to gain the necessary co-operation, From the 
Outset it is made clear that my treatment consists merely 
of a discussion of their anxiety, which I hope may lead to 
an understanding of the root of their trouble, and that they 
have been referred to me because I have the necessary time 
and experience. I then get them to tell me of their marriage 
and of their home background in their own way, and with 
as little prompting as possible. This gives me an idea of 
the strength of the symptom and of the time I shall need 
to help them to overcome it. As stated below, I have 
come to recognize two groups into which these cases fall. 

At the end of the first interview, which generally lasts 
about 30 minutes, I invariably ask the patient to refrain 
from all further attempts at intercourse until we both agree 
that she is ready for it. This again is contrary to all 
previous advice, and is received with relief. I always add 
that it will not take us long to overcome her fears and 
that she should ask her husband to be patient for a few 
more weeks. Such a statement has a twofold purpose: it 
introduces the husband's point of view, and it helps inhibited 
patients to talk about a topic they have often avoided 
discussing with their husbands and which has been banned. 
In psycho-analytical language, we would say that in this 
way I come to represent a tolerant and permissive mother- 
figure. This line is followed throughout. 

During the first or second interview the question of 
menstruation and the first menstrual period is raised as a 
routine matter. It is in fact used as an entry into a dis- 
cussion of the patient's relationship to her mother and of 
her own attitude to sexuality. I ask why we have a period, 
thus helping her again to identify with me. I am usually 
told from whom or how she found out, and often assured 
that she knows all about it. I have learnt never to accept 
this, but to get her to tell me what she knows. This know- 
ledge is as a rule incomplete and quite often absurdly dis- 
torted. Most patients are, however, keenly interested to 
learn something about the anatomy and physiology of their 
own body, a subject they had hitherto regarded as for- 
bidden. By the end of the second interview most patients 
are relaxed and ready to ask questions, and in the third a 
plan of procedure can safely be laid before them. They 
are told that they will need a vaginal examination and 
that they would be shown how to use glass dilators—not, 
it is stressed, because they need stretching, but to help 
them to gain self-confidence. As a rule I suggest that they 
might help by investigating these parts of their body by 
themselves and trying to identify the structures I have 
sketched for them. This often leads to a discussion about 
clean and dirty parts of the body. Here I have found the 
use of the mouth for purposes of analogy very helpful, not 
merely to correct the existing ideas about clean or dirty 
body openings, but also for a discussion of their fear of 
being hurt. They readily understand that it hurts to push 
any object into the mouth if the lips are tightly pursed 
and that mouth and vagina alike may become parched 
with apprehensive fear and so become chafed. 


Examination by Gynaecologist 


With the first series of patients referred to me I used 
to be present during their examination by the gynaecologist, 
because I wanted to observe their reaction and because I 
believed the use of the transference relationship to me, 
already established, might help to shorten the treatment. 
I have gradually cut the preparatory phase from six to one 
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or two weeks in most cases and have found that, given a 
friendly and patient gynaecologist or general practitioner, 
no time is saved by my presence 

A few points about this examination need stressing, for 
it is crucial and its failure very traumatic. It should always 
be carried out in the greatest possible privacy, with doctor 
and patient alone in a room or cubicle. A woman doctor 
is preferable because these patients expect her—not always 
with justification—to understand and sympathize, and find 
it easier to identify with her, especially where their own 
over-attachment to their mother is at the root of thei 
anxicty The presence of more than one nurse, of other 
doctors, or of students is fatal, as is also a hurried and 
impatient approach A few friendly words whilst the 
patient lies down and a cursory external palpation help to 
make contact. Our discussions have prepared the patient 
for all that is going to happen. Anxious patients are greatly 
reassured, however, if the doctor tells them step by step 
what is being done 

The ensuing vaginal examination should be gentle and 
short. If there are any doubts it is better to repeat the 
examination at a later date rather than upset or hurt the 
patient on this first occasion. She should be told that she 
seems perfectly normally made. ‘The resultant relief helps 
her to relax further and to allow the introduction of a 
No. | glass dilator, and she should be shown at once how 
to slip it in and out by herself. It should be left to her 
to decide whether she would like to try a larger size or 
whether she would rather take sizes 1-4 home and try by 
herself. The pace should never be forced, and if the patient 
is not ready to tolerate examination she should be given 
a No. | dilator and allowed to insert it with the doctor 
merely directing her. Vaginal examination is then post- 
poned for some weeks. Usually the whole procedure takes 
no more than 10 minutes, and the time is well spent, for as 
a rule no second visit is needed. 

The patient comes back to me to tell me about her 
experience and her progress with the dilators, which she is 
advised to use twice daily with a lubricant for a few minutes 
at a time when she is unlikely to be disturbed in her 
privacy This gives us a welcome opportunity to discuss 
residual fears and the position in which she would be most 
comfortable and relaxed. 

A few patients need an excision of the hymen. The 
principle is the same. The patient is told exactly what is 
to be done and why. When she comes round from the 
anaesthetic she should not be given a set of dilators “to 
get on with at home as soon as possible.” Unless she is 
first allowed to heal up completely the residual soreness 
will confirm her previous fear of pain. When she is quite 
healed she must be shown the use of dilators, just as are all 
the other patients seen for the first time. It ts erroneous 
to imagine that the exision and an assurance that she is 
now all right will be acceptable to a truly anxious patient. 
Mishandling at this stage may prevent her from coming 
back and make her feel that there is no help for her. 

Once the patient has passed dilators up to size 3 or 4 
without discomfort—that is to say, without anxiety, which is 
usually after about another two or three weeks—she is as a 
rule ready and eager to attempt intercourse. It is important 
to suggest that this attempt should be unhurried and that 
no real pleasure is to be expected as yet. Her relief on 
reporting that she has succeeded and felt no pain is the best 
reward for the time spent, and once she has got so far and 
no longer feels different from other women, progress to- 
wards the achievement of pleasure may often be surprisingly 
swilt 


The Psycho-analytical Approach 


I want to introduce the theoretical part of this paper by 
a brief description of the first case of this kind ever referred 
to me. A well-built woman of 39 decided, after much 
hesitation, to seek help because she wanted a child. Her 
mother had died giving birth to her and she had heard this 
tragic tale many times from her materna! grandmother. 
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Nevertheless her early childhood was a happy one. She 
lived with her father and was looked after by her mother's 
sister until she was 34. Then her father remarried and 
her life changed. Her stepmother was at first merely in- 
different, but after having borne several children she became 
actively unkind to her stepdaughter, who began to hate 
her. My patient left home at 18 and lived with relations 
until at 29 she married. She was very fond of her husband 
but afraid of intercourse, and after some time he became 
less pressing and finally lost interest. She came tor help 
on her own initiative after seeing her doctor without result 
and having a dilatation of the introitus under anaesthesia, 
which, however, made no difference to her fear. In describ- 
ing this fear she said, after some hesitation: “I know it 
sounds silly, but I feel I am too small.” When we con- 
sidered this statement in detail, it was easy to trace it back 
to her father’s remarriage, which at the time she believed to 
be due to the fact that she was still too small for him. 
After discussing this childhood fantasy she improved 
rapidly, and I was in fact surprised by the speed with which 
in this and in certain other cases a long-standing anxiety 
was overcome 

This case led me to draw some conclusions which I later 
found confirmed again and again. First, I observed that 
with few exceptions the women referred for vaginismus 
showed no other serious neurotic symptoms and were well 
able to make object relations. Secondly, I found that, where 
several months or even years had elapsed without the hus- 
band urging his wife to seek help, the husband might gener- 
ally be assumed to be a latent homosexual. In the above 
case this was undoubtedly true, and my patient was deeply 
disappointed that when she was able to have coitus her 
husband showed little interest and tended to give up alto- 
gether, He, as well as some other husbands of such mar- 
riages, found compensation in work with other men, in 
Civil Defence, football, or similar activities. The statement 
of these women that their husbands are good and do not 
bother them should be received with dismay. Whether their 
choice of such partners is unconsciously motivated will 
need further and deeper inquiry. 

From the point of view of response to treatment 1 came 
to divide these patients into two groups, which could be 
considered irrespective of the period the marriage had 
existed. Although, with one exception, all my patients were 
able to overcome their anxiety far enough to permit marital 
relations, the further course they took obliged me to make 
this division. 

The larger group, to which the patient whose case is 
described belonged, consisted of those women who seemed 
to need little further help once the first big step had been 
taken. This can readily be understood in the light of 
psycho-analytical theory. According to Freud (1950), the 
boy’s development towards adult sexuality is a relatively 
simple one. His first love-object is a heterosexual one 
namely, his mother—and it only remains for him to transfer 
his early feelings towards his mother on to other women. 
In girls this process of maturation is far more complex. 
They have to go through two stages. From the mother 
they have to transfer their love to the father, and later, 
during adolescence, to other men. The first stage is called 
the Oedipal phase, a concept too generally known to need 
further comment, This biphasic psychological development 
has its biological counterpart in the fact that sensation is 
first centred in the clitoris and, during or after adolescence, 
must be transferred on to the vaginal introitus, a complex 
process in comparison with masculine development. 

It can easily be understood that the women belonging 
to the larger group had reached the Oedipal level but had 
remained libidinally fixated to the father. This was con- 
firmed by the history as well as by their mature and intact 
personality. The missing step, the transfer from father to 
husband, was therefore not too difficult to achieve. For 
the same reason these patients attained orgastic satisfaction 
of varying degree and adjusted quickly to motherhood and 
its demands. 
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The second, and smaller, group consisted of women 
fixated to their mothers. They had never reached the 
Oedipal level or, having reached it, had regressed to their 
pre-Oedipal mother-fixation for some reason or other. In 
a few cases this reason was clearly apparent. Where the 
history showed the father to have been weak, quarrelsome, 
cruel, unfaithful, or unkind from the outset, or where he 
had died early, it might be assumed, in Freud's words, that 
“one has to give full weight to the possibility that many 
a woman may remain arrested at the original mother- 
attachment and never achieve the change-over to men.” A 
relevant example is that of a patient aged 31, who had 
been married for four months. Her father had been killed 
when she was 3 years old. As an only child she remained 
under the domination of her mother-fixation and had failed 
to change the sex of her love-object. In another case the 
patient’s father had died when she was 7, and here a re- 
gression to the original mother-fixation might well be 
assumed, This case was of long standing and was, in 
common with a number of others, enhanced by the mother’s 
rejecting and negative attitude towards sexuality. It must 
be stressed that a rigid and Victorian attitude towards 
sexuality is common enough, especially among the less 
educated, but it is only in cases where fixation to the mother 
or identification with her is very strong that it does real 
harm. 

One road open to the girl fixated to her mother is that 
of identification with the father, as might well happen 
where unconscious incestuous wishes towards him had been 
particularly strong and had been rejected. Her identifica- 
tion will then lead her to assume the masculine role as 
her mother’s protector. The second road is that of passi- 
tivity in relation to a strong and dominating mother. I 
recently saw this attitude in a woman of 35, an only child. 
She was very attached to her father, but it was the mother 
who ruled supreme and always got her own way. Whilst 
in the Army, she met a man, and married him although her 
mother did not like him. Her conscious rebellion went 
no further, but unconsciously she upheld her mother’s pro- 
hibition: she had not been able to have intercourse during 
the eight years of her marriage. It is not surprising that 
this type of patient proves more resistant to treatment and 
takes longer to help. 

Of the two roads, that of identification with the father is 
particularly characterized by a sad.stic attitude towards the 
husband, which is another point I wish to stress. In my 
investigations | was struck with the ease with which these 
patients recognized and understood the sadistic meaning of 
their attitude. They knew about their husbands’ suffering, 
and pleasure in this suffering was often but thinly veiled 
by praise of his kindness in not bothering them. In some 
cases this understanding was driven home by observation 
of the husband’s anxiety and partial or temporary im- 
potency when intercourse eventually took place. Often the 
punishment of the husband for the father’s shortcomings 
was clearly apparent. This material must be handled most 
cautiously, and with regard to each patient’s individual 
needs. 

It would lead too far to discuss in detail the contribu- 
tions to psvcho-analytical literature by authors such as K. 
Abraham (1920) and Fenichel (1946), or to go into the 
implications arising from their work. This would be in- 
comprehensible or tedious to all but psych‘atrically trained 
readers. It should be said, however, that these two authors 
in particular describe a “revenge type” of female sexual 
behaviour which unconsciously aims at destruction of the 
nusband’s potency through the wife’s plainly shown aversion 
to his approaches. 

One last example may serve to illustrate this type of 
behaviour, It is that of a woman referred to me by the 
antenatal department in the fifth month of pregnancy. She 
had never tolerated penetration, and had in fact an intact 
hymen. She had loved her father, who died when she was 
12. Her mother, who had left him years before, then took 
her young children to live with her, and my patient had to 
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witness her mother’s relations with other men, on one 
occasion while she was on the same bed. The man smacked 
her tor looking instead of reading her comic. The achieve- 
ment of a pregnancy without gratifving the husband seems 
to me a clear sign of unconscious revenge. 


Conclusion 

In giving this detailed account of these cases and their 
management I was prompted by several motives. First, by 
the fact that many patients might find help much sooner if 
their first attempts were not so often met with lack of 
understanding and impatience, if not derision and sarcasm. 
Second, by my conviction that a busy surgery, out-patient 
department, or marriage guidance centre cannot hope to 
tackle any but the lightest cases. More anxious patients 
that is to say, all those who have been married for months 
or years—should be managed by general practitioners or 
gynaecologists on the one side and by psychotherapists on 
the other. My last and most important aim was to show 
that where no anatomical abnormality .is present the 
approach should be psychological and not physical. The 
knowledge of the basic principles of psycho-analytical theory 
enables us, as has been shown, to understand and treat the 
great majority of these patients successfully. 


Summary 

An attempt is made to show the therapeutic approach 
to cases of unconsummated marriage derived from the 
results of treating 50 such cases. It is stressed that 
where no anatomical abnormality exists the approach 
should be from the psychological side and that gynaeco- 
logist or general practitioner should co-operate with 
psychotherapist. 

In the theoretical part it is shown that the larger group 
of these cases consists of women who have reached 
genital maturity but have remained fixated to their 
father, and these are the cases which can be tackled 
quickly and easily. The smaller and more difficult 
group consists of women who have either remained 
fixated to their mothers or who have regressed to such 
fixation because of their disposition or because of 
external circumstances. These subjects need more 
time and more expert handling. All cases treated con- 
tinued to be seen not only until consummation had been 
achieved, but until some degree of orgastic pleasure had 
been attained. Where pregnancy had been desired the 
patients were seen from time to time throughout preg- 
nancy and puerperium. 


My thanks are due to Miss E. Hall for her co-operation and 
support, to Miss V. Croxford for examining a great number of 
the patients, and to Dr. W. Hoffer for permission to quote from 
my earlier paper. 
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Recently we have had a patient with carcinoma of the 
cardia of the stomach which was present in a hiatal 
hernia A transthoracic oesophago-gastrectomy was 
performed in which “ artificial hibernation ” with hypo- 
thermia was used, the technique employed being a 
modification of that described by Huguenard (1953). 
Following this procedure multiple pulmonary emboli 
developed, and in this paper some of the factors which 
may have predisposed to this complication are discussed. 


Case History 


A 76-year-old white man was admitted to the Hospital of 
St. Raphael on January 4, 1955, with the chief complaint of 
dysphagia and vomiting of five months’ duration. He was 
weak and had recently lost 50 Ib. (22.7 kg.) in weight. His 
history that in 1920 he was admitted to another 
hospital because of “ stomach trouble,” though gastro-intes- 
tinal investigation gave normal findings. He remained in 
fairly good health until 1948, when he was admitted to this 
hospital with nausea, vomiting, and severe anterior left chest 
pain radiating to the left shoulder. He was then found to 
have a para-oesophageal hiatus hernia with half the 
stomach in the left thoracic cavity. 

He continued in good health until five months before the 
present admission, when a barium x-ray study confirmed 
the hiatus hernia with the possibility now of a carcinoma of 
the lower end of the oesophagus or the cardia of the stomach 
His temperature was 99° F, (37.2° C.), pulse 64, respirations 
20, and blood pressure 108/70 mm. Hg in both arms. The 
skin was dry with loss of turgor. The chest was emphys- 
ematous and had an increased antero-posterior diameter 
The heart was normal Abdominal examination was nega- 
tive except for a liver edge palpable two fingerbreadths 
below the right costal margin; this was smooth without 
evidence of nodularity. On rectal examination the prostate 
appeared firm and without nodularity. Laboratory investi- 
non-protein nitrogen, 31 mg. per 100 ml. ; 
fasting blood sugar, 88 mg. per 100 ml.; urine normal ; 
haemoglobin, 11.5 g. per 100 ml. ; haematocrit value, 39% ; 
W.B.C., 3,500 per c.mm. (differential count normal); pro- 
thrombin concentration, 61 Blood chemistry (in mEq.) 
was : sodium 135.4, potassium 4.4, carbon dioxide 25.8, and 
chlorides 106. An electrokymogram was normal. 

On January 6 oesophagoscopy revealed a lesion, situated 
37 cm. from the incisural ridge, which on biopsy proved to 
be an adenocarcinoma of the stomach. In preparation for 
the removal of this he was given whole-blood transfusions 
to restore his blood volume and at the same time fluid intake 
was maintained 
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Operation 


A transthoracic oesophago-gastrectomy was performed on 
January 10 under “ artificial hibernation * with hypothermia. 

e procedure was as foilows. The previous night the 
patient was given “thorazine” (chlorpromazine), 100 mg., 
pethidine, 50 mg., and atropine, 0.3 mg., intramuscularly. 
At 7.30 a.m. two infusions were started—one consisting of 
1,000 ml. of 5% glucose in water, and the other of 250 ml. 
of normal saline solution, the latter being the vehicle for 
the “lytic cocktail.” Anaesthesia was induced with 2.5% 
thiopentone sodium, 6 ml. intravenously, and maintenance 
was by 1 litre of oxygen and 2 litres of nitrous oxide. At 
7.45 a.m. he was given promethazine, 50 mg. intramuscu- 
larly, and the “lytic cocktail,” composed of diethazine, 50 
mg., pethidine, 10 mg., and chlorpromazine, 25 mg. Hypo- 
thermia was induced by covering the entire body with small 
bags of crushed ice. No shivering occurred. Endotracheal 
intubation was performed and oxygen given through a closed 
circuit. Pulmonary ventilation was assisted with intermittent 
positive pressure of 12 cm. of water. 

At 8.45 a.m. the “lytic cocktail” was repeated ; the ice- 
bags were removed when the temperature reached 91.4° F. 
(33° C.), and surgery stated at 9.30 a.m. During the opera- 
tion “arfonad,”"* 5 mg. was given by intravenous 
injection. This was followed in ten minutes by a drop in 
blood pressure to 60/30 mm. Hg, but the systolic pressure 
gradually returned to 100 mm. within the next hour. Mean- 
while the body temperature slowly fell to reach its lowest 
level of 83.3° F. (28.5° C.), where it remained for two and 
a half hours. Respiratory acidosis was avoided by the 
adequate ventilation. There was no change in the electro- 
cardiographic picture during the entire procedure. Electro- 
lytes, determined before, during, and after the operation, 
remained within normal limits, and the total operating time 
was six hours. The estimated blood loss was 600 ml. The 
patient was rewarmed slowly over a period of seven hours 
and all vital signs were normal. 


Post-operative Course 


The immediate post-operative course was uneventful. A 
Levin tube was placed in the stomach through the anasto- 
mosis, and maintenance was by nasal oxygen, intravenous 
therapy, and chest suction. On the second post-operative 
day the lungs were completely expanded and chest suction 
was discontinued. The Levin tube was removed on the 
third day and small quantities of water were given by mouth. 
By this time the patient could walk with assistance. His 
sutures were removed on the seventh day ; the wound was 
clean and well healed. He gradually improved until the 
evening of January 26, when he suddenly went into shock. 
Despite administration of noradrenaline (which promptly 
restored his blood pressure), nikethamide, and oxygen his 
condition rapidly deteriorated and he died 36 hours later. 


Post-mortem Appearances 


Necropsy was performed by Dr. R. R. Nesbit, pathologist 
to the hospital. Only the findings in the lungs will be 
described here. 

The right lung weighed 710 g., and the left 640 g. The 
pleural surfaces were glistening and smooth. From the cut 
surface a large amount of frothy fluid escaped. Both lungs 
were subcrepitant ; the upper lobes were tan to yellow and 
the lower lobes mottled dark red to blue. The pulmonary 
artery with its branches in both lungs was filled with finger- 
like, extending thrombi. These were composed of layers 
varying in colour from yellow to pinkish red ; they were not 
ittached to the vessel walls and were easily extracted. Their 
age ranged from 48 hours to three weeks. The pleural surface 
was thickened owing to the formation of fibrous tissue. The 
alveoli varied greatly in size and the general picture was one 

*Arfonad is : 2-tri- 
methylene thiophanium p-camphor sulphonate. 
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vaccine and those of D.P.T. do not vary among themselves 
more than could be attributed to chance Thus for H. 
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tioned 


APRIL 14, 1956 


of dilated and confluent alveoli. The alveolar spaces were 
completely free in some areas; others contained scattered 
erythrocytes and macrophages and some precipitated albu- 
minous material ; while still others were filled with an acute 


inflammatory exudate composed mostly of polymorpho- 
nuclear leucocytes, with erythrocytes, macrophages, and 
definite fibrin webs. 

Discussion 


Because of the patient’s general condition—his age was 
76 ; he had suffered a recent weight loss of 50 Ib. (22.7 kg.) ; 
he had moderately severe fibrosis and emphysema of the 
lungs and generalized arteriosclerosis—and since it was 
anticipated that operation would last six hours, it was felt 
that this case was suitable for artificial hibernation with 
hypothermia. Also, Huguenard (1953) has stated that 
chronic pulmonary disease does not constitute a contraindi- 
cation but rather an indication for this procedure. Labora- 
tory findings and an electrokymogram were similar to those 
reported by Huguenard. The only electrecardiographic 
changes noted were non-specific T-wave changes in the 
immediate post-operative period. These were interpreted as 
probably positional in origin. The electrolyte values re- 
mained within normal limits throughout. A_ transient 
hyperglycaemia (up to 250 mg. per 100 ml.) occurred at the 
end of the operation, but the blood sugar returned to a 
normal level on the first post-operative day. Dundee (1954) 
questioned whether this could be due to a direct toxic effect 
of chlorpromazine on the liver. 

The microscopic findings would seem to indicate that 
pulmonary infarction had occurred some time previously as 
well as recently. It is interesting to speculate on what may 
have been the cause of these infarcts. A systolic blood 
pressure of 69 mm. Hg may be a factor. However, Zeavin 
et al. (1954) are of the opinion that this hypotension is 
physiological in that it is accompanied by a marked reduc- 
tion in oxygen requirement. Another factor may have been 
the prolonged collapse of the left lung during surgery. 
Deterling et al. (1955) have shown that during hypothermia 
there is an increase in the clotting time of the blood, but no 
increase in bleeding because of the slowed peripheral cir- 
culation. From the findings of the above authors it would 
appear that slowing of the circulation does not predispose 
to the formation of emboli. Huguenard warns of the 
“rebound” that takes place during the rewarming period, 
and urges the use of heparin. In the present case heparin 
was not used in the rewarming period, as it was considered 
that bleeding might occur from the site of anastomosis. 
Nevertheless recovery was uneventful until the sixteenth day 
after operation, when signs and symptoms of shock 
appeared. Despite energetic treatment the patient died 36 
hours later. 

At necropsy pulmonary emboli were found, but it is 
difficult to be sure what were the factors, if any, predispos- 
ing to this complication. Therefore it is suggested that to 
guard against such an eventuality anticoagulant therapy be 
used, not only in the rewarming period, but also post- 
operatively. 


Summary 

A case is presented in which oesophago-gastrectomy 
was performed with the use of “ artificial hibernation” 
with hypothermia. This procedure was complicated 
post-operatively by the development of multiple pulmo- 
nary emboli. It is suggested that anticoagulant therapy 
should be used in the post-operative period as well as in 
the rewarming period to prevent this complication. 
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EFFECT OF ADDED TOXOIDS ON THE 
ANTIGENICITY OF H. PERTUSSIS 
VACCINES 


BY 


J. UNGAR, M.D., D.C.P. 
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It has been firmly established that the addition of 
Haemophilus pertussis vaccine to diphtheria and tetanus 
toxoids enhances the activities of both antigens (Green- 
berg and Fleming, 1947). Addition of mineral carriers 

for example, aluminium phosphate—to the toxoids for 
the immunization of children can be replaced by the 
addition of H. pertussis (Ungar, 1952, 1954). The pro- 
nounced local reaction after inoculations with antigens 
containing mineral carrier is thus avoided. Earlier 
work by Glenny and Waddington (1928), and more 
recent work by Barr and Llewellyn-Jones (1953), indi- 
cated that the qualitative and quantitative composition 
of the components in a combined prophylactic might 
influence in animals the degree of immunological 
response to the different components. Under a par- 
ticular set of conditions those authors noticed that one 
component had interfered with the immunity response 
to the other antigens present in a combined product. 

In view of the present general interest in combined 
prophylactics for the immunization of children we have 
investigated whether or not the presence of either toxoid, 
diphtheria or tetanus, or of both, reduced the immunity 
response of mice to H. pertussis vaccines. Combined 
antigens that had been used for the immunization of 
children, with compositions based on earlier experiments 
on animals, were chosen. 


Experimental 

Two series of prophylactics were prepared by adding 
toxoids to each of two H. pertussis vaccines A and B, 
prepared on different occasions but otherwise similar. The 
following prophylactics were used : 

(1) H. pertussis vaccine A 20,000 x 10° cells/ml 

(2) H. pertussis vaccine A plus diphtheria toxoid 25 Lf/ ml. 

(3) H. pertussis vaccine A plus diphtheria toxoid 25 Lf/ml., plus 
tetanus toxoid, 2.5 Lf/ml. 

(4) H. pertussis vaccine B 20,000 x 10°* cells/ml. 

(5) H. pertussis vaccine B plus diphtheria toxoid 25 Lf/ml. 

(6) H. pertussis vaccine B plus diphtheria toxoid 25 Lf, ml., plus 
tetanus toxoid, 2.5 Lf/ml. 

The H. pertussis vaccines were prepared from freshly 
isolated strains grown on Bordet-Gengou medium, killed 
with formalin and preserved in thiomersalate (“ merthio- 
late”) (1: 7,500). The diphtheria and tetanus components 
added were plain toxoids, purified by ammonium sulphate 
precipitation. 

The six products were tested three times concurrently 
for their ability to protect mice against intracerebral chal- 
lenge by Kendrick’s method (Kendrick et al., 1947), the 
antigenic ratios being assessed by the method of Weiss 
(1948). The mice used were of both sexes, from the 
colony of strain A2G mice inbred in these laboratories. 

Similar mouse protection tests were carried out on a 
series of 12 plain H. pertussis vaccines, prepared from 
organisms grown for 48 hours on Bordet-Gengou medium, 
killed with formalin and standardized to 20,000 x 10° 
cells per ml. by opacity measurement. The results of these 
tests were compared with those on 16 different batches of a 
diphtheria—pertussis-tetanus prophylactic (“triple antigen” 
D.P.T.), prepared by the addition of both toxoids to 
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H. pertussis vaccine suspensions similar to the 12 just men- 
tioned Several of these tests on the two prophylactics 
were carried out concurrently, the animals being “chal 
lenged”™ at the same time with the same suspensions of 
lent organisms. These are indicated by dates in Tables Il 


where the results are recorded 


Results 
results given in Table I indicate that the 
of mice to the two different H. pertussis vaccines 
the addition of diphtheria 


antigenic 


Ihe 
response 
reduced by 


investigated was not 


toxoid or of diphtheria and tetanus toxoids combined. This 
is in agreement with the further results given in Tables Il 
and Ill Statistically, the batches of H. pertussis plain 
Taste I.—Results of Mouse Protection Tests of H. pertussis 
Vaccines 1 and B With and Without the Addition of 
Diphtheria and Tetanus Toxoids 
No. of Mice Surviving 14 Days ED sb 
Test at Immunizate Levels Mean 
V accirne No of Three 
1000. 10 10°) 40. Tests 
H. pertussis 20 20 20 20 125 10° 
plain vaccine 2 19 20 } 9 020 220. 10% 133 10* 
(A) 20 Ww 14 20 90 55» 10° 
H. pertussis 16 20 11 20 720 110» 10* 
plain vaccine 2 10 20 8 20 220 1,000. 10% 400~ 108 
(B) 18 20 14 20 $20 90+ 104 
Diphtheria 1 18 19 18 20 +20 60. 10° 
pertussis 2 17 20 5 20 320 400. 10% =168 10* 
(A) 18 20 14 20 9 20 108 
Diphtheria ! 17 20 12 19 918 so 10° 
pertussis 2 12 20 6 20 120 600 10" «253. 108 
1919 14 20 320 110 
Diphtheria 1 20 20 16 20 9 20 sO. 10° 
pertussis 2 19 20 19 20 920 so. 10° 73108 
tetanus (A) ; 17 20 16 20 420 120» 10° 
Diphtheria 1 19 20 17 20 10 20 sO» 108 
pertussis 2 19 20 «61120 10" 10° 
tetanus (B) 3 1719 s19 8 20 65 10* 


Taste Il.—-Results of Mouse Protection Tests on 12 Batches of 
pertussis Vaccines 
Mice Surviving to 14th Day after ED 
Yate of Ose 50 
Batch c ate wl Challenge at Dose (Orgs) (Orm) 
Challenge 10* 
40 10° 200 . 10° 1,000» 10* 
12254 215 715 “1S 15 150 
37 12354 215 $15 1415 180 
19354 11s 2 12 8 il 550 
19354 215 715 814 420 
44 115 $15 12 15 320 
4s 11654 415 413 913 320 
23.355 215 $15 1215 290 
23355 115 815 10 15 300 
233455 214 R15 13,15 180 
54 205 55 O14 215 8 12 620 
204 55 014 314 115 560 
56 20555 ois 715 1014 240 
Total 16177 63 174 129 169 
Taste Iil.—Results of Mouse Protection Tests on 16 Batches of 
Diphtheria-Pertussis-Tetanus Prophylactic 
Mice Surviving to 14th Day after ED 
Date of Challenge at Dose (Orgs) 5 
Batch Challenge (Orgs) 
40 10° 200. 10* 1,000 10* ! 
1 $853 614 10 14 1414 
2 1112 83 2/12 610 1212 130 
1112 53 112 712 12 12 140 
4 111253 012 6 10 910 140 
5 12354 615 1115 65 
6 12354 615 10 15 1s 1s 72 
7 19354 0 16 916 1013 120 
8 19 3 54 415 716 14 16 160 
4 116 54 415 716 11 16 270 
10 10 12 54 010 210 115 580 
1 1012 4s 1011 200 
12 112 %4 010 414 612 720 
13 10 12 54 012 313 1214 380 
14 23355 O13 1215 Sw 
15 23355 113 714 13 15 20 
16 20 5 $5 17 412 914 470 
Total 31/205 99210 | 180 219 seit 
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vaccine and those of D.P.T. do not vary among themselves 
more than could be attributed to chance. Thus for H. 
pertussis vaccine = 9.00, and for D.P.T. 19.95, 
neither being significant. 

If the total mortalities for the batches of the two pro- 
phylactics shown in Tables II and III are regarded as assays 
of relative activity, the activity of D.P.T. in terms of plain 
H. pertussis vaccine is 1.52 times, with a fiducial range 
(P=0.95) of 1.17 to 2.00. Since this lower limit is greater 
than 1.00 the activity of the pertussis antigen seems to have 
been significantly enhanced by the addition of the toxoids : 
at least it has not been reduced. 


Discussion 

The so-called “ interference “” phenomenon, demonstrated 
by Glenny and Waddington (1926) on experimental animals, 
is noticeable only in certain experimental conditions and its 
not a general one. It was found in earlier experiments 
(Ungar, 1954) that there was an optimum amount of vaccine 
or toxoid that could usefully be combined and that any 
further amount of either component in the combined product 
would not improve the antigenic response. Barr and 
Llewellyn-Jones (1953) showed in their animal experiments 
that the time of successive doses for primary and secondary 
immunization with combined prophylactics should be care- 
fully considered so as to avoid the “crowding effect” de- 
scribed by Glenny and Waddington (1928); the implication 
of this finding should be borne in mind when studying the 
mechanism of antigenic response in children. 

The available evidence, based on experience in the U.S.A. 
(Kendrick ef al., 1947; Pittman, 1954) and in this country 
(Evans and Perkins, 1954 ; Butler and Ungar, 1956), indicates 
that the mouse test might serve as a means of differentiating 
between those vaccines that are effective in children and 
those that are not. 

Our past experiments and those recorded here seem to 
show that the combined prophylactic, consisting of the three 
antigens, gives mice a degree of protection against a chal- 
lenge with H. pertussis similar to that given by a plain 


pertussis vaccine. 
Summary 

The addition of diphtheria toxoid or of diphtheria 
and tetanus toxoids to a pertussis vaccine has no adverse 
effect on the antigenic response of mice to it 

This finding indicates that combined prophylactics 
will induce in children the same degree of protection 
against whooping-cough as will a plain suspended 
vaccine. 

My thanks are due to Mr. W. K. Stevens and Mr. N. McLeod 
for technical help and to Mr. B. Basil for the technical evalua- 
uions. 
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Speaking at St. Paul’s Cray, Kent, on April 4, Miss Pat 
HornsBy-SMITH, Parliamentary Secretary to the Ministry of 
Health, said it was sometimes suggested that a child vac- 
cinated against poliomyelitis could be infectious to others 
by reason of vaccination. But with the dead vaccine being 
used, and with the stringent safety tests to which it was 
subjected before being used, this could not happen. “I 
should like to emphasize,” she said, “that it is quite im- 
possible for a vaccinated child to infect others simply 
because he has been vaccinated.” 
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Symbol of security 


lo physician and patient alike, ACHROMyCIN tetra- 
cyeline affords a very real sense of security in 
antibiotic therapy, From the physician's view- 
point, ACHROMYGIN gives added assurance of 

swilt response in a broad range of infections-—paving 
the way to rapid, uneventful recovery. ‘To the 
patient, AcHRoMycIN offers a treatment ol 
greater comfort and simplicity . . . a treatment that 
is quick to win his co-operation and confidence. 
Here then is true security—in every sense. 
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Resentment and Hostility 


om } i The importance of the emotional background in the 
aetiology of peptic ulcer is widely recognised. Further 
confirmation is provided by the increase of gastric acidity 
+ : shown to follow certain emotional disturbances such 
me ' Protection of the ulcer from the corrosive action of gastric 
juice is an essential condition of successful healing entirely 
fulfilled by * Aludrox’ Amphoteric Gel. 


| as those involving resentment and hostility. 
*Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, 
at which level healing may proceed and the risk of alkalosis 
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ALUDROX 


addition, *‘ Aludrox’ provides the physical protection of a 
ee gel barrier over the surface of the ulcer, thus ensuring 
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Hodgkin’s Disease following a Tuberculin Injection 
The aetiology of Hodgkin's disease is still a mystery, and 
there are many reports incriminating tuberculosis in the 
pathogenesis of this disease. Sternberg (1898) first described 
Hodgkin's disease as an atypical form of tuberculosis ; 8 out 
of 13 of his original cases were complicated by definite 
tuberculosis. Ziegler (1911), in a large series, found the 
incidence of coexistent tuberculosis to be 15-25%, and 
Jackson and Parker’s cases (1947) had an incidence of 
20%. Lichtenstein (1931) claimed to have produced Hodg- 
kin’s granuloma by inoculating guinea-pigs with material 
from human cases of tuberculosis. L’Esperance (1929) 
incriminated the avian strains of tubercle bacillus as the 
aetiological agent in Hodgkin's disease, but other workers 
have failed to confirm these experiments. 

The tuberculin test has been employed extensively in 
Hodgkin's disease, and the results have usually been anergic, 
reacting, if at all, only to low dilutions—1! in 10 to 1 in 100. 
It is interesting to note that the Mantoux reaction often 
becomes strongly positive after x-ray treatment for this 
disease. Other reports suggest that tuberculosis is not an 
important aetiological factor; thus Medlar (1947) found 
Hodgkin's disease in only 0.3% of 2,297 cases of tuberculosis 
coming to necropsy. 

In the case of Hodgkin’s disease described in this paper 
there was considerable evidence incriminating tuberculin as 
a definite factor in its production. 


Case REPORT 

A man aged 22 was accidentally injected with tuberculin 
into the right forearm while helping a veterinary surgeon to 
inoculate a cow. Shortly after this injection he noted a 
slight transient erythema around the puncture. He was 
quite well for 10 weeks, when he noticed a lump in the 
right elbow region which rapidly increased in size. No other 
symptoms were complained of, and the previous medical 
and family histories were not significant. 

On examination the only positive clinical finding was con- 
siderable enlargement of the right epitrochlear gland—1j 
by 1 in. (4.4 by 2.5 cm.}—and moderate enlargement of 
several right axillary glands. The palpable glands were 
firm, non-tender, and freely mobile. Blood findings: haemo- 
globin, 14.2 g.; red cells, 4,910,000 per c.mm. ; white cells, 
9,400 per c.mm. (polymorphs 80%, lymphocytes 16%, mono- 
cvtes 4%). Sternal marrow showed a normal myelogram. 
The Mantoux test was | in 10,000 weakly positive, 20 mm. 
erythema. Lymph nodes removed from the epitrochlear and 
axillary regions showed identical histological pictures. The 
normal node structure was replaced by proliferating reticu- 
lum cells, many Sternberg—Reed cells, and some eosinophils. 
In some areas fibrosis had begun. Opinion: Hodgkin's 
granuloma. X-ray films of the chest and limb bones showed 
no detectable pulmonary or bone pathology. 

After two intravenous injections of nitrogen mustard the 
remaining axillary glands resolved completely. 


DIscusSION 

Hodgkin’s granuloma involving the epitrochlear and 
axillary glands of only one side must be a very rare form 
of presentation, and we found no such cases in the literature. 

The injection of tuberculin in the same upper limb some 
10 weeks previously strongly suggests that that substance 
was responsible in some way for the subsequent develop- 
ment of Hodgkin's granuloma in the glands which drained 
the injected area. 

It is suggested that Hodgkin’s disease may be precipitated 
when an antigen—for example, tuberculin—stimulates a 
potentially unstable reticulo-endothelial system. On this 
hypothesis the cervical lymph nodes are commonly affected 
because they drain a large area which is exposed to a great 
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variety of micro-organisms. Tuberculin may only be one 
of many antigens capable of stimulating such an unstable 
reticulo-endothelial system and precipitating Hodgkin's 
disease. Failure to isolate bacteria from the diseased 
lymph nodes does not exclude a bacterial aetiology, for the 
clinical manifestation of the disease follows a latent period, 
by which time the responsible organisms may be dead and 
the perpetuation of the disease be due to the protein of the 
dead organisms. 


We wish to express our thanks to Dr. J. F. Wilkinson, Dr 
M. C. G. Israéls, and Professor C. Campbell, of Manchester 
University, and Wing Commander P. Robertson for their 
opinions on the lymph-node sections and their interest in this 


case. 
B. J. Leonarp, M.D., 
Sybil Mary Pilkington Research Fellow, 
University Department of Haematology, 
Manchester Royal Infirmary. 


J. Porter, M.R.C.P.Ed., 
Squadron Leader, R.A.F. ; Medical Specialist. 
Hospital, Padgate 
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Tablets of Sodium-Potassium Chloride for Preparing 
Electrolyte Solutions for Oral Use 


In treating diarrhoeal conditions, especially in infants and 
young children, water and electrolyte equilibrium can often 
be maintained by giving by mouth adequate amounts of 
an electrolyte solution. If all milk and solid foods are 
stopped at the first sign of diarrhoea or vomiting, and the 
patient is put on to “clear fluids.” in many cases gastro- 
enteritis runs a mild course without dehydration. 

Two principles govern the correct constitution of an 
electrolyte solution for this purpose: (1) The tonicity should 
not be higher than one-third that of physiological saline. 
This follows from the fact that up to 50% of the water 
intake may be evaporated from skin and lungs, while the 
infant’s kidneys are not capable of secreting urine with a 
tonicity much higher than that of physiological saline. 
(2) Sodium and potassium should be provided in roughly 
equal proportions, since their losses in diarrhoeal stools are 
of the same order. The total body deficits of sodium and 
potassium also tend to be of comparable magnitude in 
infants dehydrated as a consequence of diarrhoea, 

Tablets containing NaCl 0.28 g. (44 gr.) and KCl 
0.21 g. (3.3 gr.) have been prepared. When one tablet is 
dissolved in 5 oz. (140 ml.) of water, the resulting solution 


has the composition: NaCl 0.20%, KCI 0.15%. 
The ionic concentrations of this solution are: Na 34 
mEq/I., K 20 mEq/I., Cl 54 mEq/I., the tonicity (total ionic 


concentration) being thus 108 mEq/I., or about one-third 
that of physiological saline. For infants glucose or sucrose 
(1 oz. to 1 pint—5S%=50 g. to litre) is usually added; 
older children may prefer to have the tablets dissolved in 
“ lucozade or in water flavoured with sweetened fruit juice. 

The tablets have been found particularly useful when 
treating infants with gastro-enteritis in their homes, and 
have obvious advantages in convenience compared with dis- 
pensing large volumes of electrolyte solution. The solution 
is likely to be more effective than the vaguely constituted 
home-made “ saline,” which also is without potassium. In 
hospital practice the tablets provide a convenient method 
of making up a general-purpose electrolyte solution, suit- 
able, for instance, for patients on “clear fluids” after an 
abdominal operation. 

Sodium-potassium chloride compound tablets as described 
are available from British Drug Houses, Ltd. 


DouGctas GAIRDNER, D.M., F.R.C.P., 
Paediatrician, Addenbrooke's Hospital, Cambridge 
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veins. In this he agrees with most modern opinion. The 
4 mixed terminology (varicose ulcer, congestive ulcer, gravita- 
Reviews tional ulcer, etc.) is itself an indication of the varying 
theories which have been held. In the historical chapter 
we are told that J. Gay (1868) introduced the name “ venous 
ulcers" because he had concluded that “ ulceration is not a 
CORNEAL GRAFTING direct consequence of varicosity, but of other conditions of 
Corneal Grafts. Edited by B. W. Rycroft, O.B.E.. M.D the venous system with which varicosity is not infrequently 
D.O.MS., F.R.C.S. Foreword by Sir Cecil Wakeley, K.B.E a complication—conditions which involve obstruction of the 
C.B., LL.D., F.R.C.S. (Pp. 2854 xii; illustrated. $7s. 6d.) trunk veins, deep and superficial, either from impediments 
London: Butterworth and Co. Ltd. 1955 on the venous side or incompetency on the arterial, or both.” 


This is an excellent book, and the first on the subject to be 
published in English. It is of an international character, 
and contributors include surgeons with special experience 
in corneal grafting and others who have made a study of 
some of the physiological and pathological problems in- 
volved ; five are British, seven from the Continent of Europe 
ind three from the United States of America. In a foreword 
Sir Cecil Wakeley rightly says that it reflects contemporary 


thought in corneal grafting at the middle of the twentieth 
century 

After a brief survey of the history of corneal transplanta 
tion there follows a useful account of the anatomy and 


physiology of the cornea and of the histological and patho- 
logical changes that may take place in corneal grafts of 
various kinds. The selection of cases for transplantation is 
discussed, and 25 pages are devoted to a description of full- 
thickness corneal grafting, in which details of operative pro- 
cedure are described, especially in relation to methods of 
direct suturing. There are 23 pages on lamellar keratoplasty 
Here the optical and therapeutic indications for lamellar 
grafting are considered, and Paufique and Sourdille supply 
details of technique. The importance of lamellar kerato- 
plasty has been increasingly evident in recent years, and 
the information given is a reliable guide for this type of 
operation 

There are helpful descriptions of the use of keratectomy in 
densely vascularized leucoma and symblepharon, and of 
corneo-conjunctivoplasty and grafts of buccal mucous mem- 
brane in such conditions. All types of corneal grafts are 
discussed, along with the general complications which may 
occur and the employment of contact lenses in relation to 
corneal grafting Methods of preservation of donor eyes 
are described, with much information relating to the viability 
of corneal grafts after preservation An account is given of 
recent work by Maumenee and others on the biological 
response to homogeneous corneal grafts, and the final 
chapters contain a description of special instruments and a 
summary of the results which may be obtained from corneal 
grafting 

The book is well presented, clearly printed, and plenti- 
fully illustrated, and provides in some 256 pages a compre- 
hensive account of corneal grafting based on general ex- 
perience as well as the individual experience of the various 
contributors. There is an extensive bibliography covering 
28 pages. This work should be of great value as a practical 
guide and as a book of reference for ophthalmic surgeons 
and those interested in the problems of corneal grafting 


J. W. Tupor THoMas 


LEG ULCERS 
Leg Ulcers: Their Causes and Treatment. By S. T. Anning, 
T.D.. MA., M.DACantab.), M.R.C.P. (Pp. 178+viii; illus- 
rated. 18s.) London: J. and A. Churchill Ltd. 1954 


It is surprising, in view of our present-day knowledge, that 
a condition as common as “ varicose ulcer should still be 
the subject of controversy regarding both aetiology and treat- 
ment. There has undoubtedly been a great change of ideas 
during the past decade, and Dr. Anning’s book Leg Ulcers : 
Their Causes and Treatment is an excellent short summary 
of our current position The author's study of over 1,000 
cases has led him to the conclusion that the commonest 
cause of these ulcers is thrombosis, especially of the deep 
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It is a pity that the work of such a perspicacious writer 
should have been so long neglected. 

In the present author's series no less than 75% of ulcers 
were post-thrombotic, and only 11% were classified as true 
varicose ulcers, without thrombosis but with other additional 
aetiological factors. The influence of heredity, obesity, and 
occupation have all been statistically studied and the causes 
of thrombosis classified. As would be expected, ante- and 
post-partum thrombosis heads the list, but injuries to the 
leg come a close second ; it is particularly noteworthy that 
the injection treatment of varicose veins accounted for 42 
cases of deep thrombosis with consequent ulceration, and 
operative treatment for a further nine cases. In the main the 
treatment advocated is compression, with or without rest, 
combined with local applications to clear up any serious 
infection. As a physician the author is, with some justifica- 
tion, not very enthusiastic about surgical treatment. Perhaps 
his judgment is a little harsh, but there is some truth in 
his summing up: “So many of the surgical techniques used 
at present in the treatment of leg ulcers, including popliteal 
ligation, sympathectomy, and grafting, require, according to 
their advocates, elastic support following the operation. It 
is not unreasonable to wonder whether the patients would not 
benefit as much by elastic support alone.” 


NORMAN C. LAKE 


PSYCHIATRY FOR BEGINNERS 


Psychological Medicine: A Short Introduction to Psychiatry. 
By Desmond Curran, M.B., F.R.C.P., D.P.M., and Maurice 
Partridge, M.A., D.M., D.P.M. Fourth edition. (Pp. 407+ 
viii; illustrated. 21s.) Edinburgh and London: E. and §S 
Livingstone Ltd. 1955. 


The subtitle of this well-known textbook, “ A Short Intro- 
duction to Psychiatry,” is on the way towards ceasing to be 
applicable. With its 407 pages the book is not so very 
short ; and the fourth edition is larger by over 150 pages 
than the third. One hesitates to say that the original pur- 
pose of the book is being lost sight of ; and yet it must 
be admitted that the medical student has great need of the 
clear and pithy statement of uncontroversial facts such as 
Dr. Curran’s first edition supplied so admirably. The ex- 
pansion is somewhat greater than is shown by increase in 
number of pages, since the section on psychiatry in wartime 
in the third edition is omitted. Nevertheless, good use has 
been made of the extra space now provided. The exposi- 
tion remains as clear as ever; and the student who comes 
fresh to the subject is not bemused by vague concepts, 
flabby argument, and an outrageous jargon, of a kind which 
we meet all too often in psychiatry. The writing is simple, 
unpretentious, and with agreeable touches of humour, and 
the knowledge imparted is solid and reliable. 

A few criticisms may be made. The classification of 
defectives by degree of educability is more important than 


the legal definitions of such terms as “idiot” and “ im- 
becile.” The discussion on barbiturates is muddled by 
the mixing of official and proprietary names. The order 


in which the indications for E.C.T. are placed might mis- 
lead. Errors are rare (but see dosage of scoline, p. 378). 
These should not count in the balance against the general 
excellence of the work. The introduction, and the chapters 
on obsessional states, hysterical states. and “ peripheral psv- 
chiatry,” are particularly good. 

Eviot SLATER. 
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EXPERIMENTAL TUBERCULOSIS 


Ciba Foundation Symposium on Experimental Tuberculosis. 
Edited for the Ciba Foundation by G. E. W. Wolstenholme, 
O.B.E., M.A., M.B., B.Ch., and Margaret P. Cameron, M.A.., 
A.B.L.S., assisted by Cecilia M. O'Connor, B.Sc. (Pp. 396+ 
2) ae. 42s.) London: J. and A. Churchill Ltd. 
One of the most valuable modern trends in conferences has 
been the symposium conducted by experts for experts. The 
Ciba Foundation has been responsible for organizing a num- 
ber of these symposia and, by publishing the discussions. 
letting a wider public in on the esoteric proceedings. At the 
time when the success of chemotherapy has given the 
glamour to clinical research in tuberculosis it is greatly to 
the credit of the Foundation that it organized a symposium 
on the much more basic subject of experimental tuberculosis 
and enticed 43 outstanding workers from six different 
countries to take part. The book makes fascinating reading. 
The papers cover a wide range, including the chemistry of 
the tubercle bacillus, the biochemical and tissue responses 
to the invasion of the host, immunity and hypersensitivity, 
the effect of chemotherapy on the pathology of tubercu- 
losis in man, and the virulence of isoniazid-resistant mutants. 
There is also an appendix on leprosy, mainly concerned 
with a comparison between host reactions in the two dis- 
eases. The papers themselves are of a very high standard, 
but the discussions are often even more revealing, not only 
in emphasizing the limitations of present knowledge and 
techniques, but in depicting the cross-fertilization which 
results from such a meeting of alert minds. The book 
should be read by everyone working in the tuberculosis field 


JOHN CROFTON 


INFECTIONS 


Practical Medical Mycology. By Edmund L. Keeney, A.B.. 

: (Pp. 145+v; illustrated. 32s. 6d.) Springfield. 
Illinois: Charles C. Thomas. Oxford: Blackwell Scientific 
Publications. 1955. 

The remarkable progress in medical mycology during the last 
two decades has created a special place for the smaller text- 
books which, taking a relatively short time in preparation. 
are able to include the latest advances in this rapidly devel- 
oping subject. In Dr. Keeney’s little book the entire field 
of medical mycology in its various aspects has been covered 
and nothing of importance has been omitted. The descrip- 
tions are brief and the presentation of the subject is essen- 
tially from the clinical standpoint, with short accounts of the 
history and epidemiology of the diseases ; the pathology and 
mycology are discussed only in relation to their application 
in diagnosis. Appended to every chapter is a plate on which 
the textual description is graphically summarized by line 
drawings indicating such features as the geographical distribu- 
tion of the disease, situation of the lesions in the body. and 
the clinical and laboratory methods of diagnosis, with simple 
illustrations of the causative fungi. 

Additional to medical mycology in the strict sense of 
fungus infections, sections have been included on the relation- 
ship of the air-borne spores of saprophytic fungi to various 
allergic conditions, and on fungi of interest in toxicology. 

This little book, in a series of American Lectures in In- 
ternal Medicine, is clearly and concisely written and should 
prove a useful supplement to older, if larger, textbooks on 
medical mycology and also serve as an introduction to th's 


subject. J. T. DUNCAN 


FUNGUS 


CEREBROVASCULAR DISEASE 


Cerebral Vascular Diseases. By Irving S. Wright and E. Hugh 
Luckey. Transactions of a conference held under the auspices 
of the American Heart Association, January, 1954 (Pp. 167 
+ix. $5.50) New York and London: Grune and Stratton 
for the American Heart Association. 1955. 
There were about thirty—mostly well known—people at the 
conference in the Nassau Tavern in Princeton, and it must 
have been a most enjoyable affair. The participants debated 
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cerebrovascular diseases from every possible angle—from 
the embryonic and sociological background to the changes 
seen after death. There is indeed a delightful soliloquy in 
one place by Dr. Foley, while dealing with the use of anti- 
coagulants, upon the coincidence that the conference was 
being followed by a meeting of funeral directors, but he con- 
cludes that “ we anticoagulators are not being followed by 
the funeral directors. We have just been holding off the 
funeral directors from the rest of this conference.” A 
20-minute address opens each of 14 discussions, of which 
the volume is a verbatim transcript without any illustrations 
and few references—an apoplectic Hansard. It has all 
Hansard’s attributes, so it cannot be read consecutively and 
will be used by specialists seeking a point, for all the facts 
are there, with many opinions too, and a small but efficient 
index makes that possible. Though reading transcripts must 
be a specialized taste, the subject of the conference is highly 
topical and the tentative evidence in favour of anticoagulants 


important 
Dents WILLIAMS. 


NUTRITION OF CHILDREN 
Roberts’ Nutrition Work with Children. By Ethel Austin 


Martin. (Pp. 527+xvi; illustrated. 56s. 6d.) Chicago: 
University Press. London: Cambridge University Press. 
1955. 


So much stress is laid on “ positive health” to-day that it 
has become almost a fetish. It is clear that in the United 
States the laity are educated to inquire closely into the com- 
position of their children’s diets ; it is not surprising, there- 
fore, to find this book of 527 pages devoted to the subject. 
It treats of nutrition broadly and thoroughly, and, though 
the writing is mainly non-medical, the bibliography is very 
largely technical and almost entirely American. It is strange 
for the English reader to see only one passing mention of 
the work of McCance—a paper in 1938 on the diet of preg- 
nant women at different economic levels. 

The first chapters deal with questions parents might pre- 
sumably ask themselves, their children’s teachers, or health 
nurses: How can you tell when a child is well nourished ? 
How does a child grow ? How do you know when a child 
is growing normally? Why aren't all children well 
nourished ? What difference does it make to a child if 
he is malnourished ? What does it take to make a child 
well nourished ? Then follow a list of the agencies, organi- 
zations, and movements concerned with child nutrition and 
a discussion on the methods of improving “ nutriture ”; 
and the book concludes with chapters on school nutrition 
programmes in the U.S.A., the school lunch, and the ap- 
proaches to teaching the subject which American school- 
teachers need to learn. 

This book will doubtless be popular in the country of 
its origin and will fill an undoubted want. It will be 
especially valuable for school-teachers and public-health 
nurses. Its appeal in the United Kingdom is likely to be 


limited. 
WILFRID GAISFORD. 


The twenty-third edition of Black’s Medical Dictionary (A. 
and C. Black, 1955, 30s.) includes several new sections dealing 
more particularly with recent advances in therapeutics. It pro- 
vides most accurate and useful medical information for the lay- 
man, but might more appropriately be called an encyclopaedia 
rather than a dictionary. It is again edited by Dr. W. A. R. 
Thomson. 


The Hospitals Year Book, 1955-56, provides, as in former 
years, a useful reference guide to and for the hospitals of Great 
Britain. There have been no major changes in the new edition, 
but the information has been revised and brought up to date 
and some additional material included. The editorial article dis- 
cusses the problems of expenditure on hospital buildings and 
equipment, and special reference is made to the sphere of mental 
health. The problem of medical staffing in hospitals is also 
considered. The Year Book, which costs 47s. 6d., can be obtained 
from the Institute of Hospital Administrators, 75, Portland Place, 
London, W.1. 
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DEOXYRIBONUCLEIC ACID 
Che triumphant progress of biochemistry has recently 
been marked by the complete elucidation of the struc- 
tures of insulin' and vitamin B,,,’ and work is now 
continuing apace on the structure of deoxyribonucleic 
This substance may well be the key to what are 
still fundamental biological mysteries. 

The history of deoxyribonucleic acid goes back 
nearly 100 years to the work of Miescher, who 
isolated from pus cells and the heads of salmon sperm 
a substance which he called nuclein. This was found 
to be a combination of an acidic substance now 
known as nucleic acid, with a basic protein called 


acid 


protamine. Subsequent work showed that these sub- 
stances were of universal occurrence in both animal 
Attention became concentrated on 
two particular nucleic acids—from thymus and from 
yeast. Only the former is deoxyribonucleic acid, but 
these two nucleic acids are so entwined in their history 
and biological function that their mode of action 
if one is considered without 


and plant tissues. 


cannot be understood 
the other. 

Rapid progress was made, particularly by Levene 
in the 1920's, in the isolation and identification of the 
constituent parts of the nucleic acids. Thymus nucleic 
acid was found to contain a sugar later identified as 
deoxyribose, together with phosphate, two purine 
bases (adenine and guanine), and two pyrimidine 
bases (thymine and cytosine), whereas yeast nucleic 
acid contains ribose, phosphate, the same two purines, 
cytosine, and uracil in place of thymine. The old 
terms thymus and yeast nucleic acids dropped out of 
use, and the compounds are now known as deoxyribo- 
and ribonucleic acids respectively. Deoxyribonucleic 
acid can be distinguished from ribonucleic acid by 
a histochemical procedure known as the Feulgen 
* See British Medical Journal, 1955, 2, 728 
* Ibid., 1955, 2, 610 
* Chargaff, E., Vischer, E., Doniger, R., Green, ¢ 

Chem., 1949, 177, 405 
* Astbury, W. J., and Bell, F. O., Nature (Lond.), 1938, 131, 747, 
* Watson, J. D., and Crick, F. H., ibid., 1953, 171, 737 


* Feughelman, M., ef al., ivid., 1955, 175, 834. 
’ Gamow, G., Scientific American, 1955, 193 (Oct.), 70. 


, and Misani, F., J. biol 


* Jacobson, W., and Webb, M., Endeavour, 1952, 11, 200 
* Allfrey, V. G., 


Mirsky, A. E., and Osawa, S., Nature (Lond.), 1955, 176, 1042. 
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reaction, and both types of nucieic acid can be 
identified in the cell with certainty by digesting tissue 
sections with the specific enzymes ribonuclease and 
deoxyribonuclease, which break down the correspond- 
ing nucleic acids and cause them to lose their staining 
properties. By this means deoxyribonucleic acid can 
be seen to be situated in the chromosomes, and may 
make up as much as 64% of the dry weight of the 
nucleus. The presence of deoxyribonucleic acid in 
this situation strongly suggests that it is the functional 
part of the genetic apparatus. It must therefore have 
a double function—first, to produce a substance, 
the primary gene product, which can be dispaiched to 
the cytoplasm to control its activity, and, secondly, to 
produce a replica of itself at cell division. The prob- 
lem of explaining how one and the same substance 
could be responsible for manufacturing two compli- 
cated and entirely different things long remained in- 
soluble, but the precise knowledge of the structure 
of deoxyribonucleic acid which has been obtained in 
the last year or so has at last revealed the answer. 

Before we come to that, the function of ribonucleic 
acid must be considered. It is a commonplace obser- 
vation that the cytoplasm of cells in which much 
protein synthesis is going on shows marked baso- 
philia, and this is due to the accumulation of ribo- 
nucleic acid. It is present in the form of granu!es of 
ribonucleoprotein attached to the outer surfaces of a 
system of submicroscopic double membranes collec- 
tively known as the endoplasmic reticulum, which is 
concerned in the formation of secretory products of 
a protein nature. Ribonuc'ecic acid must be sub- 
sidiary to deoxyribonucleic acid and in some way 
under its control ; deoxyribonucleic acid bears the 
information which decides all the activities of the cell, 
and ribonucleic acid translates some of this informa- 
tion into action. 

If deoxyribonucleic acid is isolated from tissues by 
standard chemical methods an amorphous powder is 
obtained which has a relatively low molecular weight 
and forms solutions of low viscosity. But if the isola- 
tion is carried out by less drastic procedures deoxy- 
ribonucleic acid is obtained in the form of long fibres 
resembling asbestos; it then has a high molecular 
weight and dissolves in water to give a solution of 
high viscosity. Both types of preparation contain 
deoxyribose, phosphate, and bases in the same propor- 
tions, and the compound with high molecular weight 
is therefore a polymer, which is broken down into 
smaller units by drastic methods of isolation. The 
fundamental structural unit of deoxyribonucleic acid 
is the nucleotide, consisting of deoxyribose-phosphate 
linked to one of the four bases adenine, guanine, 
thymine, or cytosine, and the molecule of deoxyribo- 
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nucleic acids consists of a large number of such 
nucleotides linked into a long chain. It is the length 
of the molecule which is responsible for the fibrous 
nature of the dry substance and the high viscosity of 
its solution. The results of earlier chemical analyses 
had suggested that the four bases were always present 
in the same proportions ; recent work* carried out by 
more delicate methods has shown that the proportions 
of the individual bases may vary, but that the ratios 
of adenine to thymine, and of guanine to cytosine, are 
always constant and near to unity. In other words, every 
molecule of adenine is paired by a molecule of thymine, 
and every molecule of guanine is similarly paired by 
a molecule of cytosine. Chemical evidence suggests 
that the nucleotides are linked to form a chain with a 
molecular weight ranging up to 1,000,000 and contain- 
ing about 3,000 nucleotides, but it gives no clue to the 
orientation of the molecule in space. Astbury and 
others have shown that the individual nucleotides lie 
at a distance of 3.34 A from each other.* From a 
consideration of all the available evidence J. D. Wat- 
son and F. H. Crick’ have suggested that deoxyribo- 
nucleic acid is a double helix, consisting of two similar 
molecules of helical form lying together, with the 
phosphate radicals on the outside and the purine and 
pyrimidine bases on the inside. They suggest that 
the two helices are held together by hydrogen bonding 
between opposed purine and pyrimidine bases, and 
they have shown that the only combinations of bases 
which will fit and allow the two helices to lie together 
are precisely those already found by chemical analysis 
namely, adenine with thymine, and guanine with 
cytosine. This specific pairing of the bases suggests 
a copying mechanism, since a molecule of adenine on 
one helix would pair with a molecule of thymine only, 
and guanine only with cytosine, and conversely. 
Thus, given a single helix with a predetermined 
sequence of bases, the converse helix will automatic- 
ally be assembled by the replicating mechanism, and 
when the two helices come apart at nuclear division 
each will automatically evoke its partner, and the 
final result will be the formation of two double helices 
identical with the original. The finer details of the 
structure proposed by Watson and Crick have since 
been corrected by M. Feughelman ef al.,° but the 
basic concept remains unchanged and explains how 
deoxyribonucleic acid is able to replicate itself. 

It is evident that the sequence of bases in a chain 
of 3,000 nucleotides is capable of an enormous degree 
of variation. If the hereditary information stored in 
the nucleus finds its expression in the order in which 
the bases are arranged there are sufficient permuta- 
tions available to account for all the genes in the 
chromosome and many more besides. G. Gamow’ 
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points out that the number of possible arrangements 
in a chain of 100 nucleotides is 4'°°, a number which 
is 1,000 times greater than the number of atoms in 
the solar system. He also suggests a means by which 
information coded in the sequence of bases could be 
translated into the formation of a specific protein : the 
spaces between adjacent bases are of twenty different 
kinds, according to the identity of the bases which 
bound them, and twenty is close to the number of 
naturally occurring amino-acids. He therefore postu- 
lates that each type of space captures a specific amino- 
acid, which is linked with its neighbours into a protein 
molecule, in which the position and identity of each 
constituent amino-acid are therefore determined by the 
structure of the deoxyribonucleic acid molecule. An 
important piece of evidence in favour of this theory 
is the fact that the distance between adjacent amino- 
acid residues in a polypeptide is of the right order 
to enable them to fit into the spaces, but the theory 
runs into an insuperable difficulty when it is applied 
to certain proteins whose sequence of amino-acids is 
known. The difficulty is that a given space will have 
two bases in common with adjacent spaces, and will 
therefore partially determine the identity of the bases 
in its neighbour; this means that the amino-acid 
characteristic of the first space should show a high 
frequency of association with some amino-acid 
characteristic of the next space. But in proteins in 
which the sequence is known the arrangement en- 
tirely conflicts with this prediction. The evidence 
therefore indicates that deoxyribonucleic acid has the 
mechanism for making a specific protein, but does not 
seem to do so, whereas ribonucleic acid is known to 
be associated with the manufacture of proteins, but 
does not possess the double helix structure which is 
thought to be necessary for the purpose. 

However, if deoxyribonucleic acid is responsible for 
making ribonucleic acid the difficulty would be, if 
not solved, at least transferred to another system 
which is not so well understood. Ribonucleoprotein, 
though characteristic of the cytoplasm, nevertheless 
occurs in small amounts in the nucleus, most of it 
being situated in the nucleolus, and its behaviour 
during cell division has been studied by W. Jacobson 
and M. Webb.* It appears on the chromosomes 
during prophase and passes into the cytoplasm during 
anaphase. There is therefore good histological evid- 
ence that deoxyribonucleic acid manufactures ribo- 
nucleoprotein, which is then handed on to the cyto- 
plasm, and we at last have a glimpse of the nature of 
the connexion between the specific genetic informa- 
tion laid down in deoxyribonucleic acid and the pro- 
duction of the specific protein which is determined 
by it. Further evidence has recently been provided 
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by V. G. Allfrey and his colleagues.’ They have been 
able to show that isolated nuclei will form protein 
in vitro, that deoxyribonucleic acid is directly respon- 
sible for this production, and that the protein pro- 
duced is largely ribonucleoprotein. The means by 
which the genetic information is transferred 1s there- 
fore established with reasonable certainty. It remains 
now to decipher the code, to correlate a given 
sequence of bases in deoxyribonucleic acid with a 
particular sequence of amino-acids in the protein 
produced under the auspices of ribonucleic acid. A 
necessary intermediate step will be the deciphering of 
the secondary code impressed upon ribonucleic acid. 
Gamow has advanced mathematical reasons for sup- 
posing that the 4-base code of deoxyribonucleic acid 
is transformed into a 3-base code in ribonucleic acid, 
which then proceeds to unlock the machinery of pro- 
tein synthesis. The success of the new techniques of 
protein chemistry makes it possible to determine the 
exact sequence of amino-acids in a protein, and the 
development of similar methods for the analysis of 
nucleic acids would eventually enable the codes to be 
solved, and the genetic structure of an organism to 
be read from the composition of its nucleic acids. 


TOO LITTLE WATER 

If water continues to be consumed at the present rate 
of increase there will be a grave crisis in the supply 
of it. The informal committee set up in 1948 under 
the chairmanship of Mr. G. M. McNaughton, then 
Chief Engineer of the Ministry of Health, reported 
that in some twenty-two representative water under- 
takings in England and Wales, including the Metro- 
politan Water Board, the consumption of water had 
risen in the ten years 1938-48 by 20%. Outside the 
M.W.B. area the increase was 30%. The evidence sug- 
gested that consumption would be doubled by 1970. 
The increase for four representative undertakings in 
Scotland for the same decade was 10%. The rate of 
merease has apparently varied little in England and 
Wales since 1948, for the next five years show an 
increase of 12% outside the M.W.B. 

Consumption has increased for several reasons. 
Industry, which has been expanding rapidly since the 
war, has required increasing quantities of water. For 
example, one oil refinery recently increased its 
requirements by 4 million gallons a day, which is 
equivalent to the consumption of a small town. The 
expansion of agriculture and the higher standards 
adopted are another cause: T.T. milk and the instal- 
lation of piped rural water supplies to attract labour 
back to the country are examples here. Higher stan- 
dards of amenity and personal hygiene lead to more 
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water being used than formerly, and the population 
continues to grow. In addition much water is wasted 

directly by consumers and also through faulty 
fittings. Some water mains have been in the ground 
for 50 years or more, and vibration from traffic on 
the roads under which most mains are laid may have 
loosened joints and overstressed the pipes. The 
amount wasted is estimated to be from 3 to 10 gallons 
per head per day. 

The origin of our water is rain. The average rain- 
fall is 36 in. (90 cm.) a year, though it varies con- 
siderably in different parts of the British Isles and 
to some extent from year to year. In the south 
and east it is 15-20 in. (40-50 cm.) a year and in 
the west and north 30-60 in. (75-150 cm.). In 
the mountainous districts of England, Wales, and 
Scotland it may be 100-200 in. (250-500 cm.) locally. 
The water is collected from rivers and from under- 
ground sources to which rainwater percolates. The 
water in the rivers is being greatly polluted by indus- 
trial waste and de-oxygenated by the cooling water 
returned to the rivers from large power stations. The 
underground waters are not being replenished so 
rapidly as hitherto owing to cleaning and draining of 
marshland, ditches, and streams, which operation 
allows the water to flow more rapidly to the rivers. 
The covering of large areas by buildings is sealing the 
surface of the ground built upon against percolation 
of rainwater. For these reasons and because of the 
intensive pumping of underground water, restrictions 
were made in the Water Act of 1945 on the sinking 
of wells and boreholes in certain defined areas. An 
example of deterioration of an underground source of 
water is the chalk basin under London, from which 
some of the M.W.B.’s supply and many private sup- 
plies are taken. The water level is being lowered 
continually and now has reached such a level that 
water from the River Thames is gaining access to and 
polluting the source. 


The Government is aware of these circumstances 
and for some years has been advised by the Central 
Advisory Water Committee, the members of which 
represent water-supply authorities and others con- 
cerned with the industry. This committee has recently 
been reconstituted and two subcommittees have been 
formed, one to study sources of supply and the other 
the growing demand for water. The Minister of 
Housing and Local Government is the authority con- 
cerned with water supply, and by the Water Acts of 
1945 and 1948 has been given almost complete 
autonomy over the water industry in that all new 
schemes for supply of water are authorized by his 
department. In addition, any local authority requir- 
ing an extension of its works and needing loan 
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facilities or grant aid applies to this Minister. It is 
interesting to note that before the revocation of 
Defence Regulation 56A, dealing with the restriction 
of capital expenditure on building and civil engineer- 
ing work, the amount authorized for waterworks con- 
structions for England alone was £15,038,000 in 
1950-i, rising to £19,184,000 in 1953-4. This amount 
is a very small percentage of Government expenditure. 

The greatest difficulty in making more water avail- 
able is in storing it. In winter, when most of the 
rain falls, water consumption is at its lowest. It has 
been the usual practice to store water by building large 
open reservoirs and so-called impounding reservoirs. 
Water is pumped from rivers during winter and spring 
into open reservoirs for storage and for consumption 
during the remainder of the year, while water flows 
from the rivers and uplands into the impounding reser- 
voirs for the same purpose. These reservoirs require 
large capital expenditure to build and (especially the 
former) cover large tracts of possibly good agricul- 
tural land. Thoughts have recently turned to the idea 
of recharging underground water by passing river 
water through tunnels into the underground strata by 
means of pumps or gravitation. This project is fraught 
with many difficulties, the chief being pollution of the 
underground strata by untreated or semitreated 
water. 


DRUGS ON THE MARKET 
The way “ socialized ” medicine is conducted in the 
antipodes is often held up to us in this country as 
providing model schemes in which the shortcomings 
of Britain’s N.H.S. have been avoided. Of course 
there are many excellent features in the health 
services of Australia and New Zealand, and the 
differences of circumstances and tradition make 
comparisons dangerous and imitation hazardous. 
But there is one thing in which British medicine 
will not wish to follow suit. Australian and New 
Zealand doctors, unless we are mistaken, have 
agreed to submit to a form of therapeutic dictator- 
ship. In New Zealand, for example, patients 
relying upon the social security fund for the pay- 
ment of the erythromycin ordered by their doctors 
will get it thus free only through hospitals and 
only if their infections have failed to respond 
to other antibiotics. As soon as erythromycin was 
introduced we urged doctors to keep it in reserve 
for those infections caused by micro-organisms resis- 
tant to other antibiotics, and it is probably safe to 
guess that by and large practitioners do in fact do 
this. In Australia drugs which are “ life-saving ” or 
“ disease-preventing ” are available free to everybody. 


People have to pay for the rest—for the cotton-wool, 
the lint, the purgative, and the pills for headaches and 
hangovers. So far as pharmaceutical benefits were 
concerned this seemed to many to be one of the most 
enlightened provisions under social security. First, 
it removed financial barriers to the life-savers for 
everyone, not just for a selected group earning less 
than others. Secondly, it made everyone pay for the 
sort of household remedies which in the old un- 
regenerate days the ordinary self-respecting citizen 
was shamefaced not to buy for himself; and it is 
the cost of such remedies which now so powerfully 
inflates the drug bill in Britain. 

Any system in which something can be obtained 
without effort or pay is bound to be abused by some 
people some of the time. Australia is no exception, 
and the reaction to abuses of the pharmaceutical 
benefits scheme has been to restrict the prescription 
of some of the life-savers to certain conditions. 
This is therapeutic dictatorship. Our Australian 
colleagues may rejoin by saying that any patient 
can obtain any drug any doctor prescribes if he 
likes to pay for it. Now for some patients this is 
equivalent to saying anyone can have a slice off the 
moon, sO expensive are some—indeed, most—of the 
drugs which may be “life-saving.” The Australian 
restrictions—and the recent New Zealand restric- 
tion on erythromycin—mean in plain language 
that the government is dictating to the individual 
doctor just in what conditions he shall be allowed to 
administer this or that drug on the free list. It is 
pure casuistry to say that this does not put an 
authoritative, though limited, embargo on_thera- 
peutics. And if the Pharmaceutical Benefits Advi- 
sory Committee in Australia has a majority of its 
members appointed by the B.M.A. in Australia this 
does not make the offence to medical conscience any 
less dangerous. Governments do not lack political 
skill and finesse ; they say in this matter of drugs: 
“Come and help us to do something which intelli- 
gent men like you know is necessary. Come and 
help us to put fetters on those of your colleagues, 
poor dears, who do not really know so much about 
medicine as we Civil Servants do.” The curious thing 
is that doctors—good doctors—fall for this naive kind 
of flattery. In an entirely controlled and totalitarian 
system of society and medicine such control of indi- 
vidual judgment might for a time cause existing 
medicinal resources to be used with greater economy 
and perhaps greater efficiency. But the consequent 
undermining of initiative and sense of responsibility 
in the individual practitioner will have in the long 
run worse effects on his patients than will occa- 
sional carelessness in prescribing ; and the possibility 
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of advance in knowledge through trial and error in 
what is still an empirical art will be seriously 
hampered 

Phere is still such a wide margin of freedom in 
Australian and New Zealand medicine that patient 
and doctor are in the long run unlikely to suffer 
though the risk has become greater—from their 
present grave departure from something which the 
Medical Act of 1858 tried to prevent. They are im- 
posing a therapeutic orthodoxy—the death trap ol 
But in Britain, with the poor pro- 


fessional man increasingly ignored by the politician 


the healing art. 


chasing votes, a therapeutic dictatorship is not out of 
after all, Lord Woolton 
It has all happened before in State medi- 


bounds ; has sounded the 
warning 
According to Aristotle, the Egyptian physician 
had to treat his patient according to the detailed pre- 
scription of a ministry of health for the first three 
days of the patient’s illness. If the patient survived 
the State-directed therapy for three days, the doctor 
was allowed then to treat the patient secundum artem 
without dire penalty. Our resources are much greater 


cine 


now ; how much more tempting, therefore, to control 
them. But we are no wiser than the Egyptians who lived 
What has 
happened in Australia and New Zealand, in spite of 


3,000 years or so before Colonel Nasser. 


the narrow scope of their schemes, shows that govern- 
ment will always try to impose controls as if this were 
When all 
drugs are consumed free of charge by over 90% of the 
population, as in Britain, the temptation to impose 
controls on prescription must be very strong. So far 
the Ministry of Health has shown great restraint in 


really the proper answer in a free society. 


this. But the profession must be on its guard lest one 
day one of those obscure committees in Whitehall 
tells it just for what diseases certain drugs may be 


prescribed in the N.H.S. It can happen here. 


EPIDEMIOLOGY OF POLIOMYELITIS 


How epidemics of communicable diseases begin is an 
age-old problem. One aspect of particular interest in 
epidemics of poliomyelitis is the relative part played by 
importations of virus and by endemic foci. J. J. Van 
Loghem' studied the of prevalence in the 
Netherlands and adjoining countries in 1952. He 
pointed out that the epidemic increase of poliomyelitis 
in the Netherlands was not an isolated event within the 
national boundaries but that prevalence rose all over 
Europe at more or less the same time. Within the 
restricted area which he particularly studied—the 
Netherlands, Belgium, North Rhine Westphalia, and 


figures 


* Van Loghem, J. J., Sr., Docum. Med. geog. trop. (Amst.), 1955, 7, 215. 
* Hill, A. B., Proc. roy. Soc. Med., 1954, 47, 795. 

* Gale, A. H., ibid., 1955, 48, 931. 

* Goffe, A. P., ibid., 1955, 48, 937. 

* Fallon, R. J., Lancet, 1956, 1, 65. 
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Rhineland Palatinate—the rise was synchronous in the 
different parts. More detailed analysis of the figures 
showed that there was a “ nuclear of high 
prevalence in the Netherlands centred on the provinces 
of Limburg and N. Brabant and extending into Belgium 
and West Germany. Within the nuclear area there 
were a few small foci of particularly high prevalence. 
Van Loghem considered that the distribution of cases in 
space and time could be explained more plausibly by 
supposing that an endemic disease had become active 
than by supposing that a new epidemic strain of virus 
had been imported into the nuclear area. 

Van Loghem’s findings seem to be generally consistent 
with experience in Britain. It is, for example, difficult 
to believe that the epidemic of 1947, which began in a 
number of widely scattered places at about the same 
time, was due to the importation of a new epidemic 
strain of virus. A further point which is of great 
theoretical interest is the suggestion, put forward by A 
Bradford Hill’ as a result of his study of poliomyelitis 
in England and Wales between the wars, that epidemics 
tended to recur in certain places, sometimes at very 
long intervals. A. H. Gale* found that two of the three 
areas singled out by Bradford Hill for special study had 
figured prominently in the early history (1910-13) of 
epidemic poliomyelitis in Britain. 

Studies based only on the distribution of overt cases 
are notoriously difficult, because mild and completely 
silent infections are so common. But the new techniques 
for the detection of virus and for the estimation of 
antibodies justify the hope that we may soon know much 
more about the ecology of poliomyelitis viruses than 
we do now. Already we have a little information about 
the geographical distribution of different types‘ and 
about antibodies in children living in Liverpool and in 
a rural district in Wales. A combination of the old 
epidemiology with the new may help to solve some of 
the problems which are so puzzling now. 


area” 


MR. TURTON ON THE VACCINE 


“There is an element of danger in the administration 
of all vaccines. For the most part such danger consists 
of unusual reaction on the part of the individual. The 
possible inherent dangers in the poliomyelitis vaccine 
have been reduced by concerted efforts on the part of 
the United States Public Health Service, private manu- 
facturers, and many other scientists working in this field, 
though the actual degree of safety has not been deter- 
mined by field experience.” This is a passage out of a 
report’ issued by the Massachusetts Advisory Commit- 
tee on Polio Vaccine in January this year, among 
whose twenty members are two Nobel prize winners. 
This moderate, cautious statement is what one might 
expect from a highly informed and responsible body of 
scientists. What a contrast with the statement by 
Mr. R. H. Turton, Minister of Health—as reported— 
poliomyelitis vaccine is “ absolutely safe”! Mr. Turton 
has only recently become Minister of Health. No one 


* See Saturday Review, March 24. 
® Spectator, April 6, 1956, p. 430. 
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can blame him for his Minister of Health's dilemma. 
By his position he is expected to pronounce on medical 
matters of all kinds. His recent statement—if accurately 
reported—shows how farcical, and dangerous, such a posi- 
tion is. It is farcical and dangerous because he cannot 
escape the suspicion that to some extent such a statement 
may be influenced by political considerations. This can be 
said without calling in question Mr. Turton’s sincerity. 
Mr. Turton and Miss Hornsby-Smith want to show the 
masses they are just as keen on health as Mr. Bevan ap- 
peared to be ; they want—and who should blame them for 
it ?—they want to remind Britons that the N.H.S. was the 
product of Mr. (as he then was) Churchill's coalition 
government, and so it was. “I do not doubt,” writes 
Mr. Henry Fairlie? “that Mr. Turton seeks and 
obtains the best advice available to him as Minister of 
Health ; but I am not convinced that it is part of the 
duty of a politician to advise people on a matter such 
as this, using all the powerful instruments of propa- 
ganda which are at his disposal.” Mr. Fairlie, writing in 
what is widely believed to be a Conservative weekly, 
considers that the use of a vaccine is a highly personal 
matter, and that “ the opinion of the Minister of Health, 
however sincerely reached, is of no more value in judg- 
ing what should be done for Master Simon Fairlie or 
Miss Charlotte Fairlie than that of their parents or their 
doctor.” Mr. Fairlie, who, so it seems to us, states the 
problem admirably, goes on to suggest that the Minister 
of Health “should be primarily concerned with the 
organization of the medical services of the country and 
with the strengthening of preventive medicine.” In this 
latter provision Mr. Fairlie may have overlooked that 
distribution of vaccine against poliomyelitis is “the 
strengthening of preventive medicine.” Even this func- 
tion of the Ministry may need looking into afresh. But 
the medical profession has with slowly gathering force 
beeome increasingly uneasy since 1948 about “the 
dangers involved if matters of medicine become matters 
of politics.” It is encouraging to see that the layman, 
through the pen of Mr. Fairlie, is awakening to a danger 
foreseen by many medical men whose concern with the 
patient is as great as their concern with medicine. 


BASIC DOCTOR 


The General Medical Council will soon be carrying out 
one of its periodic reviews of the medical curriculum, 
and the Committee on Medical Teaching of the Royal 
College of Physicians, having already urged the necessity 
for reform, has now amplified the notes* published last 
year with more specific recommendations‘ for improving 
the curriculum. The committee believes that it is now 
impossible to give, before registration, a full training for 
any branch of medicine. and that changes in medical 
practice have made it feasible to abandon the long- 
continued attempt to do so. For one thing registration 
must now be preceded by a year’s practice under super- 


° Royal College of Physicians. Commi, ce on Medical Teaching. Second 
Interim Report. 

‘Ibid. Third Interim Report 

5 Proceedings of First World Conference on Medical Education, London, 1953. 
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vision ; for another, the newly registered doctor going 
into general practice now usually becomes an assistant, 
and the provision of consultant services under the 
N.H.S. has lessened his need “ for detailed instruction 
on all medical subjects.” Therefore the aim in future 
should be “to give the student a basic professional 
education of high standard.” This, of course, is a recom- 
mendation which has been made often before, and 
indeed many of the discussions at the First World Con- 
ference on Medical Education® were devoted to an 
examination of what the proposed basic medical educa- 
tion should consist of. 

The present report of the Royal College of Physicians 
does not go into great detail, being content to suggest 
changes of policy on broad and familiar lines. After a 
short discussion of the place of the preclinical subjects 
in the curriculum the College reminds the G.M.C. that 
“the very necessary integration between preclinical and 
clinical studies cannot be achieved unless the character 
of the examinations which separate them is altered.” As 
to rearrangement of clinical studies, the College hopes 
that the G.M.C. will allow each school to work out the 
kind of curriculum best suited to its own character and 
capacities. The College admits that a brief period as 
observer in a general practice may be useful in showing 
the student what sort of work general practitioners do, 
but believes that such observation “is supplementary to 
basic medical education and not an essential part of it.” 
The report notes that the provisional registration year 
provides teaching authorities with an opportunity to 
assess every student's clinical ability more satisfactorily 
than has hitherto been possible. This leads to the follow- 
ing suggestion, which is in line with a later reference in 
the report to the possibility of developing a method of 
“ progressive assessment ™ as an alternative to the present 
examination system : 

“ Like the learner-driver of a motor vehicle, the student is 
called upon to display his trustworthiness ; and, if he fails to 
do so, a further period of work under supervision ought to 
be prescribed. Senior members of the medical profession 
accepting responsibility for this final stage of basic medical 
education should recognize its importance both to the young 
doctor and to the public, and should not regard their final 
certificate as a formality to be fulfilled even if their pupil’s 
performance has been below the standard they expect.” 

In urging the G.M.C. to refrain from making detailed 
recommendations on the medical curriculum, the College 
rightly wishes to see greater scope for experiments in 
medical education. In this connexion, we are reminded 
of a remark quoted by Dr. Victor Johnson at the First 
World Conference on Medical Education, “It is easier 
to move a graveyard than change the curriculum.” It is 
up to the General Medical Council to prove this state- 
ment wrong. 


Sir James Kilpatrick, K.B.E., has been appointed to 
succeed Professor A. Bradford Hill, F.R.S., as Dean of 
the London School of Hygiene and Tropical Medicine. 
He will take office on March 1, 1957, when he retires 
from his present post of Director-General of Medical 
Services of the Royal Air Force. 
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ELECTRIC SHOCK AND ASSOCIATED ACCIDENTS 


J. P. W. HUGHES, 


T.D., M.D., D.P.H. 


Formerly Lecturer in the Nuffield Department of Occupational Health, University of Manchester 


electrical accidents occurring outside 
industry is unknown. About 100 deaths are ascribed to 
electricity by the Registrar-General annually, and about 
a quarter of these occur in industry, where there are 
about 750 reportable (three or more days’ absence) acci- 
dents annually The increased usage of electricity, in 
industry at least, has resulted in both lower accident and 
lower mortality rates. At the turn of the century 17° 
of industrial electrical accidents were fatal compared 
with 6% between 1920 and 1930, and 4% now 


Ihe number of 


Types of Accident 


Three effects of electricity may cause damage to the body: 
the effect of the current itself, the effect of the power being 
converted into light, and the effect of the power being con- 
verted into heat. The last may be subdivided into electri- 
cal necrosis and simple burning from the flash of an arc. 

Effect of the Current: “ Electric Shock.’—The general 
practitioner sees most commonly one of two types of case 
The first is where the victim is apparently dead and his 
mates have sent for the doctor. This type of accident is 
particularly apt to be associated with falls from heights, so 
that other injuries may be present as well. The patient is 
pulseless and may present no external evidence that a cur- 
rent has passed through him, or there may be a varying 
degree of electrical necrosis of the parts of the body which 
have been in contact with the current. In addition, flash 
from an arc may have scorched the skin or set the clothes 
on fire. The other common occurrence is where a man 
reports some hours later that he has been “shocked.” He 
is usually in some distress, pale and sweating, and may be 
in a state of acute fear. Some of the immediate after-effects 
may be present, particularly stiffness from muscle spasms, 
headache, burns, and arc-eye. Less often the patient is 
seen days or months later presenting with a syndrome which 
may not be obviously related to the accident. Occasion- 
ally a general practitioner may be called upon to deal with 
persons struck by lightning. 

Electricity Converted into Light: Arc-eye.’—Arc-eye 
may occur from the intense light generated by an arc, but 
it is rarely severe, being usually overshadowed by the effects 
of burning. Further damage to the eye can occur as a 
result of the deposition of metal in the conjunctivae. This 
is caused by incandescent copper vapour from the electrode 
depositing itself over the exposed surfaces of the body when 
an arc is struck. 

Effects of Heat.—(1) “ Electrical Necrosis” : Burning of 
tissues by a current is usually minor in the home or fac- 
tory The effect is most pronounced in tissues that have 
the greatest resistance and is therefore usually limited to 
the skin. With very high voltages and large currents, how- 
ever, the damage may be great and affect all tissues with 
sometimes total loss of members. (2) Burns from an Arc: 
These are burns caused by the intense heat of the arc. 
which scorches the exposed parts. They may be very minor, 
such as would occur if live wires in a household supply 
were cut across with scissors, or may, in the common type 
of accident with switchgear in power-stations or substations, 
burn all the exposed skin and set hair and clothing alight. 
Metallization of the skin may occur if the whole skin thick- 
ness has not been lost. 


a 


Basic Physics and Physiology 


[he amount of current passing through a body is depen- 
dent on voltage and resistance (Ohm's law*). Voltages vary 
in this country from 275,000 volts downwards (excluding 
surges) and the resistance of the body is very variable. As 
well as the amount of current two other qualities determine 
the physiological effects in the body: first, whether the 
current is alternating (A.C.) or direct (D.C.), and, second, 
if alternating, the number of alternations a second. 

Electricity is generated at 50 cycles a second, and ironi- 
cally this gives the number of alternations which produce 
the maximum physiological effect. A.C. has superseded 
D.C. because it can be transformed into lower voltages 
more easily; and the number of cycles is determined by 
the lowest number which will give the effect of a continu- 
ous current so that flickering of lights, etc., is obviated. The 
raising of the number of cycles results in uneconomic 
dissipation of the current in heat. 

Electricity travels at 186,000 miles (300,000 km.) a second 
and a nerve impulse at about 120 metres a second (in man). 
A nerve impulse is not a true current but a physico-chemical 
process involving the transfer of positively charged sodium 
ions through the nerve membrane and the neutralization of 
the external negatively charged potassium ions. In medul- 
lated nerves this process occurs only at the nodes of Ranvier, 
the internodal gaps being jumped by a true current. A 
nerve impulse is therefore no more a current than an 
accumulator carried along a passage is a current along that 
passage. 

Nerves are not particularly good conductors of electricity. 
It has been estimated that one inch (2.5 cm.) of the sciatic 
nerve has the same resistance as the whole of the Atlantic 
cable. Currents, therefore, may travel in all tissues and act 
on the motor end-plates directly. On reaching the motor 
end-plate both an impulse and a current act in the same 
way. Acetylcholine is released in bridging the gap between 
nerve and muscle, and, pending its destruction by cholin- 
esterase, the system is in a refractory period. Since at 50 
cycles a second the current flows either way for 1/100 of 
a second, the nerve-muscle system is still in a refractory 
period at the time of the next impulse. Consequently with 
A.C, muscles remain in spasm, and a man becomes “ locked ” 
to the apparatus. Direct currents cause momentary locking 
at make-and-break but not continuous spasm. If the fre- 
quency is raised, the body is able to tolerate more current 
but the “shock” effect is detectable up to about 50 kilo- 
cycles a second. Above this frequency only heat is experi- 
enced, as, for instance, in diathermy, where a million or 
more cycles a second are used. The significance of the 
number of cycles is shown in the experiment where a man 
holding an electrode in either hand can, with short-wavet 
currents (10 or more megacyclest), complete a circuit and 
light an electric bulb. This would be both dangerous and 
unpleasant at 50 cycles. A.C. is again more dangerous than 
D.C. in that the figure of, say, 230 volts is the R.M.S. (root 


*Ohm’s law: the current in amperes (I) equals the voltage in 
volts (E) divided by the resistance in ohms (R). I=E/R. 

+ As electricity travels at 186,000 miles (300,000 km.) a second, 
if the number of cycles is increased, the waves shorten. At 50 
cycles a wave is 3,720 miles (6,000 km.) long and at 10 mega- 
cycles it is 30 metres long. 

t 1 megacycle = 1,000,000 cycles. 
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The safe 


anticholinergic agent 


for 
Peptic Ulceration 


A large number of cases of peptic ulceration 
have been successfully treated with 
**Pro-Banthine’’. By its anticholinergic action 
inhibiting transmission of neural stimuli at 
both sympathetic and parasympathetic ganglia 
and at parasympathetic myoneural junctions, 
hypermotility of the stomach and duodenum 

is reduced. This results in rapid relief of 
pain. ‘* Pro-Banthine is easily administered, 


orally. It has few side-etfects, which 


are all readily eliminated by adjustment 


of dosage. 


‘* Pro-Banthine ”’ is also availabie as a compound 


tablet with Phenobarbitone. It is especially 
E A R | E indicated when peptic ulceration is complicated 
by mental stress, anxiety, and nervousness. 


Dosage of both forms is usually 15 to 30 mg. 


(1 or 2 tablets) four times daily. ‘* Pro- 


G D SEARLE & co LTD Banthine *’ is available in bottles of 4°, 
. 


100, and 1,000 tablets, each tablet containing 


83, Crawford Street 1s mg. of Propantheline Bromide, and 
compounded with Phenobarbitone 
London, W.1 


Telephone : Paddington 4034 


(1¢ mg.) in bottles of 100 and 1,000 tablets. 


Literature on request 


* REGISTERED TRADE MARK 
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EAR WAX Removed this easy way 


The removal of wax from the external auditory meatus has, in 
the past, normally entailed attendance by the patient for diagnosis 


and for the prescription of a suitable loosening agent, and a second 
attendance a few days later tor syringing 

Now. by the use of Cerumol Ear Drops, wax can be removed in most 
cases at one visit A few drops of Cerumol can be instilled into the ear 
and. while another patient is being attended to, the soft cerumen dissolves 
harder wax disimpacts The wax can then be removed by 
The wax may even be found 


gentle syringing or with cotton wool 
to run out of the ear on its own accord, in which case patients themselves 


may instil Cerumol at home, obviating further attendances. 
inti-bacterial. non-irritating and harmless to the lin.ng of 
iuditory meatus or the tympanic membrane. 
Cerumol is included in Category No. 4 of the M.O.H. classified list of 

Proprietary Preparations and may be prescribed 


on N.H.S. Form E.C.10. 


ind the 


Cerumol ts 
the external 


EAR DROPS 


for the easier removal of wax 


Distribut OA 
TAMPAX LIMITED, BELVUE ROAD, NORTHOLT, GREENFORD, MIDDLESEX. Tel. : WAXlow 2244 £4. 
If vou wish to test for yourself and have not received recently & 


a 10 c.c. vial, please write or telephone direct to 
* 91, AMHURST PARK LONDON N.16 Telephone: STAmford Hill 2282 


NHS. pric 2 ) 


LABORATORIES FOR APPLIED BIOLOGY LTD. 


In anxiety neurosis 


OBLIVON alms the 


quaking inner self 


j OBLIVON satishes the need for a preparation that will 


ifically relieve anxiety. Unlike the barbiturates, 


OBLIVON selectively relieves the fear that lies 
behind anxiety neurosis 
Regular administration of OBLIVON in this ¥ 
common condition produces a mental climate 
of confidence in which simple suggestion and 


reassurance can work wonders 


Tt. Oblivon (methylpentynol) is pr nted as sea-blue 
Z Capsules each containing 250 mg. methylpentynol, or 


<7 
Gan as a sea-blue Elixir containing 250 mg. 
< 

in 4.¢.c. (1 teaspoonful) 


SRITISH SCHERING LIMITED KENSINGTON HIGH STREET LONDON W.8 


Reiricn 


. 
é 
PACKS :—For Surgery 10 ec. é 
For Hospital Use. CERUMOL 
Hospital 
*3 
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mean square) value of the peak voltage attained in each 
impulse. The peak is therefore 230,/2, or 325 volts. 

While it is safe to touch one lead of an electric supply 
of 230 volts when standing on a dry carpet, if this is done 
when in a bath death is instantaneous. This is because of 
the difference in the body’s resistance under the two circum- 
stances. Electrocution has occurred in a number of cases 
from badly earthed apparatus being used in conjunction 
with sinks ; if the hands are wet the skin resistance is lowered 
and a good earth is made through the water and piping. 
Since the course of a current in the body is generally the 
most direct route through it, an electrician may often touch 
the two wires of a supply with two fingers of the same hand 
(not both hands) in order to test whether the point is alive. 
The current here travels up one finger and down the other 
without affecting the arm muscles. 

By using two hand electrodes it is possible to measure 
in an individual the voltage at which he can still release 
himself, the “let-go” voltage. This varies in individuals 
from about 15 to 90 volts, depending on the resistance of 
the skin. The current at which a person can let go is in 
the smaller range of 8 to 14 mA. From these figures the 
resistance of the body from hand to hand may be calcu- 
lated, and about 3,000 ohms is an average figure with intact 
healthy dry skin. But the variation is very great in prac- 
tice, depending on the size of contact and other circum- 
stances. Most of the body’s resistance lies in the skin and 
subcutaneous fat. In electric convulsion therapy, where the 
pads are soaked in an electrolyte, the total biparietal resist- 
ance is between 500 and 600 ohms (a figure so constant 
that it is no longer measured as a routine). Any dampen- 
ing of the skin, such as sweating of the palms, will lower 
resistance, whilst cornification in the hands, as in a manual 
labourer, will raise it; and the larger the area of contact 
the lower the resistance. 

The continued application of a current, by causing hyper- 
aemia, sweating, vesication, and, finally, destruction of the 
skin, will reduce resistance so that continued contact is more 
dangerous than a brushing contact. 


Clinical Effects in Electric Shock 


Electricians describe balls of light being seen when a 
current is passing, the so-called “ electrician’s moons.” After 
a shock a man may be apathetic or euphoric and have an 
acute awareness, as if due to a transitory hastening of the 
thought processes, with events seeming to be greatly slowed. 
This state of exaltation or acute perception, which is reminis- 
cent of descriptions of mescaline intoxication, lasts for only a 
brief interval. More often the man is in an acute state of 
fear, violently trembling, pale, and sweating. Intracranial 
pressure is raised, probably owing to the sudden muscular 
spasms, and cerebral oedema may lead to unconsciousness 
without more than momentary cessation of respiration or 
of the heart. Auditory hallucinations may occur and the 
patient may appear blinded or deafened for a period of 
minutes to hours. Loss of taste may similarly be noticed. 
Paralysis of an affected limb for up to four hours is com- 
mon, and subsequent pain and stiffness may continue for 
weeks or months. 

The heart beat may be irregular and weakened, and a 
syndrome of “angina pectoris electrica” may occur, with 
typical pain and tightness on effort persisting for weeks, but 
without specific electrocardiographic changes. Sudden blind- 
ness may occur from retinal detachments, and arc-eye is 
usual with a major flash but usually clears up within a few 
days. Flaccid paralysis may develop below the level of the 
shock but generally resolves in two or three days. 

A wide variety of late sequelae is recorded. Cataract may 
appear days or months later. Pain at the insertion of 
muscles may persist for several months. Arterial spasm in 
the form of effort syndrome or Raynaud’s disease is not 
uncommon. Organic damage to the central nervous system 
may occur, but the pattern is bizarre and does not fit estab- 
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lished clinical syndromes ; where such syndromes have been 
described it is probable that shock merely drew attention to 
pre-existing disease. 

There may be long-continued agitation, restlessness, con- 
fusion, weak heart action, and albuminuria, or dejection 
with low blood pressure. Confusional and psychotic states 
are usually temporary and may be immediate or late, and 
cerebral sclerosis with mental deficiency has been described. 
Less dramatic personality changes may occur and are said to 
last up to a year, but fear may have been the cause rather 
than electricity, and cases of prolonged disability have 
occurred in persons who have thought they were shocked 
but were not. In Berlin a man fell across the lines of an 
electric railway ; he spent a long period in hospital with 
no improvement in his condition. On inquiry it was dis- 
covered that owing to a breakdown there had been no current 
at the time. 


Prognosis 

Follow-up of cases which have recovered from the 
immediate effects of electrocution show that severe organic 
lesions are rare, and even with severe lesions the ultimate 
prognosis is not necessarily unfavourable. Burns and falls 
cause most deaths with high currents, and low-current 
damage is usually temporary. 

In fatal cases signs of external trauma are minimal and 
at post-mortem examination nothing may be found. Even 
in cases of penal electrocution in the United States, with 
pads applied to the head and leg and with high voltages,* 
surprisingly little is found at necropsy—usually no macro- 
scopic findings, and only minute tears in the brain micro- 
scopically. In these cases the Joulet effect may heat the 
body to 130° F. (54.4° C.) and ventricular fibrillation may 
continue for some time after death. From this and 
laboratory evidence it seems likely that death in cases of 
electric shock without other trauma is due to ventricular 
fibrillation. It is unlikely to be due to paralysis of the 
respiratory centre, because the brain will stand 300 mA bi- 
parietally in electric convulsion therapy. 

In animals the heart accepts 25 mA across it without 
change of rhythm. Between 25 and 75 mA the heart stops 
momentarily and then resumes an irregular beat. Between 
75 mA and 4 A ventricular fibrillation occurs. Beyond this 
the heart locks in spasm, but it resumes a normal beat pro- 
vided the current does not continue. Higher voltages 
(causing greater currents) are therefore not necessarily more 
dangerous than lower, a fact borne out by practical experi- 
ence of accidents in man. Further, deliberate locking of 
hearts which have developed ventricular fibrillation during 
surgical operations is practised in the United States by 
putting a mains current of 120 volts A.C. (about 20 A) 
directly through them. Experiments on sheep have shown 
that the heart is only vulnerable at the end of systole in 
the partially refractory phase which covers the T wave of 
the electrocardiogram (about one-fifth of the cardiac cycle). 
Shocks occurring during other parts of the cycle do not 
cause fibrillation. The heart is vulnerable because currents, 
whether from hand to hand or hand to foot, always travel 
principally in the watercourses— the blood vessels—and so 
reach and traverse the heart. 


Lightning Shocks (Surges) 


About five to ten deaths from lightning occur annually in 
England and Wales. When a sufficient potential has been 
built up between clouds and earth a spark occurs which 
ionizes the air in front of it, making it a better conductor. 
The pressure (E.M.F.) of lightning is colossal, and a 


* Usually 2,000 volts for a few seconds, dropped to S00 volts 
for a minute, raised again for a few seconds, then dropped, 
raised, and broken. All may be repeated several times. 

+ A current passing through a resistance causes heat ; the greater 
the current and resistance the greater the heat (Joule’s law). 
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direct hit means instantaneous death The person 
becomes highly charged, clothing is rent and blown off, and 
the subject may be hurled for yards. On the skin the charge 
earth, forming arborescent markings representing 
the current along trickles of rain water on 
Depending on their distance from the 
be affected electromagnet: 
and jarring and their hair 


tracks 
the passage ol 
the body and clothes 
force, those in the vicinity may 
cally and experience tingling 
standing on end 

Survivors inside a hut have described an intensely bright 
light and absolute silence. The limbs are numb and stiff 
ind tingling. Headache is intense and is followed by col- 
lapse. Great heat is generated and metal objects may melt 
and fuse, dental fillings become intensely hot, and in one case 
the coins in a man’s pocket were fused together without 
damaging the thigh beneath. 

With “ near misses” considerable trauma may be applied 
to the body, including the appearance of the arborescent 
markings, but these usually fade completely with recovery. 
The person is rendered unconscious, may be hurled about, 
and may have myoclonic twitchings or tremors or lie still. 

At necropsy the picture is of severe physical damage with 
effusions into the scalp, tears in the brain substance, and 
haemorrhages into the brain, serous cavities, and bladder. 


Electrical Necrosis 


Electrical necrosis of the skin is sharply circumscribed to 
the shape of the object with which contact has been made ; 
the lesion is punched-out, deep, and painless. Microscopi- 
cally, in the area adjoining the necrosis the cells of the 
Malpighian layer may be realigned along the path of the 
current. Fat cells may similarly be formed into chains. 
These findings, when they occur, are pathognomonic of the 
passage of a current. 

Muscles are good conductors and the current has to be 
large to destroy them, though ruptures may occur from the 
force of the contractions. Bones are poor conductors and 
fissure fractures may occur from heat. As in electric con- 
vulsion therapy muscular spasm may cause fractures, rup- 
ture of intervertebral disks, or lifting of periosteal attach- 
ments. Blood vessels, because of their water content, carry 
the greatest load and with large currents become brittle, 
leading to haemorrhage. Elevation of the intima is com- 
mon and is believed to be pathognomonic. In_ injuries 
involving the head, dilatation of capillaries leading to cere- 
bral oedema or to petechial or massive haemorrhages may 
occur Frequently, however, death in electric convulsion 
therapy or accidental shock is unexplained pathologically 
and may be caused by a cortical stimulation leading to arrest 
of the heart. 

Severe electrical necrosis occurs with large currents, such 
as accidents with switchgear in generating stations or sub- 
Stations or from accidentally touching overhead wires. The 
common accident is where a man approaches an electrode 
believing it to be “ dead,” often with a spanner in his hands, 
and before he has touched it the current has made an arc 
wcross from the electrode to the spanner or his flesh. This 
is followed by a violent explosion and mutual repulsion so 
that the man is blown away from the source. If he is work- 
ing at a height he may be killed by the fall, but on the 
ground he will often be found running away from the scene 
of the accident. The heat generated is so great and the 
destruction so complete that it is often difficult to recon- 
struct the scene afterwards. Both spanner and electrode are 
vaporized and copper is deposited on the exposed parts of 
the face and neck. As the current arcs across from elec- 
trode to the hand it expends much of its energy in heat, 
and as the tool is vaporized and the flesh carbonized the 
current destroys its own path. The current may pass up 
the arm, find an exit from the shoulder, and become burnt 
out before it properly enters the body, so that electrocution 
does not take place. If electrocution does occur, death, as 
with lightning, is instantaneous. The necrosis may be very 
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severe. The heat calcines bone and carbonizes flesh, and 
bevond the area of complete necrosis muscles are literally 
boiled. Occasionally groups of muscles may be spared, 
particularly those not in the direct path of the current. 
Associated with the electrical necrosis, flash burns may 


occur. 
Rescue and Treatment 


Persons struck by lightning are safe to handle immedi- 
In those who have suffered necrosis or shock rescue 
It may be possible to switch off, pull out 
If a person is covering the live 
points, and particularly if the floor or clothing is wet, 
considerable circumspection is necessary to prevent two 
accidents replacing one. A walking-stick hooked into the 
axilla or a dry coat folded and used as a pad to push 
away a head or limb are but two methods. If such measures 
are of no avail, the feet should be used in direct contact 
rather than the hands, both because of the resistance of 
the footwear and because the current will not then pass 
directly through the rescuer’s heart. Heavy rubber gloves 
and rubber boots in good condition are complete protection 
against any low voltage ; jointers frequently work in damp 
trenches on voltages of 400 or more whilst wearing rubber 
boots, taking due care, particularly in wet weather, not to 
touch the side of the trench. 

Consciousness may be lost during the passage of the 
current, but after rescue it returns as muscles relax, unless 
the patient is in ventricular fibrillation, when he is pulse- 
less and cyanosed. Various treatments have been suggested 
to arrest fibrillation, such as a sharp blow on the chest or 
a larger electric shock to lock the heart momentarily. In 
animal experiments acetylcholine injected into the ventricle 
arrests the heart completely and restores a normal beat. It 
has been suggested that, as an emergency measure, an intra- 
cardiac needle inserted through the chest wall would serve 
by its movements to diagnose fibrillation and allow the 
injection of acetylcholine. But as none of these measures 
can be effectively applied by workmates they are points of 
academic interest. 

Artificial respiration is the only established treatment. 
It is successful in half the cases where it is administered, 
and success bears no relation to voltage (between 1945 
and 1949, five out of seven cases (71°%,) responded when 
the voltage was between 5,000 and 10,000 volts). The action 
is cardio-respiratory, therefore movements which massage 
the heart are more valuable than simple pulmonary ventila- 
tion. Eve's rocking stretcher is probably the best method, 
though equipment may not be available and a single-handed 
manual method should be learnt by those whose work 
exposes them to risks. The Holger Nielsen method has 
been generally acclaimed as superior to the others. In cases 
where consciousness has been lost, and there are burns or 
the heart beat is irregular, hospital admission should be 
sought 

After rescue artificial respiration should be begun without 
delay and continued, as necessary, in the ambulance. 
Although in the recent reports of H.M. Chief Electrical In- 
spector of Factories there are no records of recovery after 
more than one hour's artificial respiration, success has been 
attained after three and even four hours. It is claimed by 
some that artificial respiration should continue until rigor 
mortis sets in. From published figures artificial respiration 
is successful in 67% of cases within the first 30 minutes, 
and in a further 8% of cases between 30 and 60 minutes, 
though had there been more persistence greater success 
might have been attained. There is some evidence that 
occasional beats or half beats occur, perhaps three or four 
a minute, which may just enable life to be supported with 
well-oxygenated blood, pending resumption of a normal 
rhythm. On admission to hospital artificial respiration 
should be continued and pure oxygen administered. If 
an electrocardiogram or an intracardiac needle shows 
fibrillation acetylcholine in doses of 1 mg. may be injected 
intracardially and repeated if necessary. 
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Particularly effective against Monilia. 


Notably effective in vaginal moniliasis, 
even in long-standing cases which have 
not responded to any other therapy. 


Nystatin Vaginal Tablets act solely 
against fungi. Because they contain 
lactose, the growth of Doderlein’s 
bacilli is greatly stimulated. 


Administration. 1 or 2 tablets 
intravaginally each day. 


Presentation. Packages of 15, 

each containing 100,000 units of 
the antifungal antibiotic, Nystatin, 
and 0.95 Gm. of lactose. 


E. R. SQUIBB & SONS, 
17/18 OLD BOND ST.,LONDON, W.1. 


% Nystatin is marketed in certain overseas countries under the name * Mycostatin'’. 
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CARNATION MILK FOR INFANT FEEDING 
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The digestibility 
of Carnation Milk 


CURD FORMATION 


1 Breast Milk 


2 Carnation Milk diluted 


whole milk value 


3 Pasteurised Milk 


The milk in each flask has been curdled by the addition of pepsin. Whilst precipitating, the 


milks were stirred constantly. This simulated the conditions occurring in an infant’s stomach. 


Breast milk and Carnation Milk remain liquid with a suspension of very fine curds, Pasteurised 


milk curdles into a solid mass. Boiled milk produces curds intermediate in size and texture 


between those of Carnation Milk and pasteurised milk. 


Due solely to processing, Carnation Milk 
produces a unique ¢ urd formation 
tensionless, flocculent. The modification of 
cow's milk proteins essential for this curd 
formation occurs during the final sterilising 

process exclusive to erape rated milk, This 
terminal heating induces ;— 

I! An increase in casein partic le size 
together with expulsion of some *“*bound’”’ 
Water, 


2 Achange in the calcium salts in which 
there is a combining action with the 
phosphate ions to form colloid or semi- 
colloid phosphates of calcium. 

These changes result in (a) soft curd 
properties whe n Carnation is acted upon 
by hydrogen ions in the range of gastric 


acidity, and (b) a reduced intensity of the 


Carnation Milk “from contented cows” 


calcium-casein coagulating mechanism. 
The extreme range of digestibility and 
tolerance of proteins, as found in 
Carnation Milk, is the practical advantage 
at the disposal of all physicians who are 
concerned with infant feeding. Other 
highly desirable advantages to those 
prescribing Carnation are: 


Safety, because of sterilisation afrer the Carnation 
cans are sealed, 

Hypo-allergenic properties 

Uniformity — due to standardisation of solids. 
Prophylactic D3 

Permanently emulsifed butterfat. 


Accuracy of measurement. 


* The Feeding of Infants *’ a book speCially 
for doctors — together with reprints of clinical 
investigations and Carnation feedin charts 
are availa from Medical Department, 
General Milk Products Limited, Bush House, 


Aldwych, London, W.C.2. 
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Burns should be covered with a clean sheet and the 
patient evacuated to hospital with minimal delay. For the 
first two hours burns cases travel well, and a journey of up 
to this time is justifiable to reach a hospital with a burns 
unit. The present trend is excision of necrotic lesions and 
grafting. By conservative treatment a surprising amount of 
function has been regained in individual cases, though at 
some risk to life from toxaemia and secondary haemor- 
rhage. Sequestra may form in necrotic bone in such cases 
and need removal 

In less severe cases where there may be coldness and 
pulselessness of a limb reassurance is necessary that this 
effect will last only a few hours. Arc-eye, pains, and stiff- 
ness may be persistent and need hospital examination and 
treatment. The most outstanding symptom in many cases Is 
fear quite out of proportion to the severity of the accident, 
and this effect is found only when a current has passed 
through the body. Men with necrosis and flash burns, 
where the damage may have been very severe, may cheer- 
fully resume duties, but in many cases of electric shock 
much reassurance and modification of duties may be neces- 
sary in order to rehabilitate the man. This dread (found 
similarly after electric convulsion therapy) may be most 
difficult to treat, and pyschotherapy may be indicated. 

Other patients with more persistent symptoms due to 
angina or nervous lesions require symptomatic treatment and 
reassurance, and some authorities recommend a routine 
electrocardiogram in all cases of shock. 


Medico-Legal Aspects 


It is wise to avoid a hasty presumption of death with an 
apparently lifeless patient; cases have occurred where a 
workman has been revived despite the doctor's pronounce- 
ment of death. Such decisions are better made in hospital 
after all efforts to resuscitate the man have failed. 

Electricity is sometimes used in a murder bid, as in the 
case of a man who attempted to murder his wife by con- 
necting one lead to a bath and the other to a soap dish. 
Fortunately this plot was discovered. Suicide by electricity 
(except those cases where the person throws himself in 
front of an electric train) is rare except in the frankly 
psvchotic. 

Electrocution as a method of judicial execution, although 
widely used in the United States, is not gaining many 
advocates as the most merciful method. 


Control of Accidents 


Control of accidents is dependent on better equipment 
and a greater public awareness of the dangers. In the Cen- 
tral Electricity Authority electrocution is rare. When it 
occurs, it is usually on premises outside the authority's con- 
trol or in the unskilled workman. The cardinal rule is to 
earth the apparatus and to insulate oneself. 


Next article on Emergencies in General Practice.— 
“Femoral Neck Fractures and Shoulder Dislocations,” by 
Mr. C. G. Attenborough and Mr. H. Osmond-Clarke 


Refresher Course Book.—Copies of the second volume of 
collected articles from the Refresher Course for General Practi- 
tioners are still available at 25s. (postage—inland ls. 6d., over- 
seas 1s.) each. The first volume is now sold out. 

Clinical Pathology Book.—* Clinical Pathology in General 
Practice.” a collection of 39 articles on clinical pathology that 
appeared in the Journal as part of the Refresher Course for 
General Practitioners, is now available, price 21s. (postage—inland 
Is. 3d., overseas 9d.). 

Both these volumes are obtainable from the Publishing 
Manager, B.M.A. House, Tavistock Square, London, W.C.1, or 
through any bookseller. 
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WELLCOME MUSEUM OF ORTHOPAEDICS 


The Wellcome Museum of Orthopaedics of the Institute of 
Orthopaedics was opened at the Royal National Orthopaedic 
Hospital, Great Portland Street, London, W.1, on April 4 
by Sir Henry Dae, O.M., F.R.S. The museum has been 
made possible by a generous grant of £4,500 from the Well- 
come Trust. It will be open daily (10 a.m.—5 p.m., except 
Saturdays, when it closes at 12 noon) to students and other 
medical visitors. 

Sir Henry FLoyp, chairman of the committee of manage- 
ment of the Institute of Orthopaedics and of the board of 
governors of the hospital, speaking at the opening ceremony, 
recalled that the institute, a part of the British Postgraduate 
Medical Federation of London University, was established 
in 1946. Not long ago, he said, certain accommodation 
became available and the museum was temporarily housed 
in this. He then paid a warm tribute to Sir Henry Well- 
come, whose benefaction had created the Wellcome Trust. 

Sir Henry Dace described the new museum as efficient and 
elegant. It was small in dimensions but distinguished by 
the high quality of the exhibits and the very high level of 
ingenuity and scientific thought applied to make the most 
of the very modest amount of space which it had been pos- 
sible to make available. 

Dr. H. A. Sissons, the curator of the museum, emphasized 
that ultimately the strength of a museum depended upon the 
value of the scientific material, though arrangement and pre- 
sentation also played their part. It was important, at least 
for postgraduate students, that specimens should be accom- 
panied by clinical histories. For material which could not 
be represented by specimens there were slides and pictorial 
representations. Dr. Sissons hoped that the museum would 
be of research interest as well as teaching. 


The Museum 


The premises in which the museum is situated were 
formerly shops. They have been transformed to give three 
exhibition rooms (one of them temporary) and a laboratory, 
as well as a pleasant common room for students of the insti- 
tute. One of the aims of the museum will be to add sub- 
stance to the “shadow world” of diagnostic radiology. In 
its final form, the permanent collection will be arranged 
as a teaching museum, and the main emphasis will be on 
relating the clinical and radiological aspects of orthopaedic 
conditions to the structural changes. 

Although the museum's main purpose is to assist post- 
graduate teaching, it is also intended to be closely connected 
with research in orthopaedics and related subjects. Part 
of its teaching function will be to show the results of current 
investigations, particularly those carried out in the institute. 
The institute already has plans for the eventual expansion 
of the museum. 

To mark the opening a special exhibition on the pathology 
of bones and joints is being staged until April 27. As well 
as serving to illustrate the presentation methods which will 
characterize the museum when the permanent collection is 
set up, this exhibition has great intrinsic interest. Outstand- 
ing specimens have been gathered together for it from all 
over the country. 

A number of the specimens are historic. They include 
ones prepared by John Hunter, Sir James Paget, and Percivall 
Pott, and examples of diseases rarely encountered in these 
chemotherapeutical days, such as the fatal cases of suppura- 
tive arthritis and acute osteomyelitis, and the bony lesions 
of advanced syphilis. Some of the specimens, particularly 
among the bone-tumour group, have both historical and 
modern interest, for they represent entities such as osteoid 
osteoma, parosteal osteosarcoma, chondromyxoid fibroma, 
and aneurysmal bone cyst, which have been recognized only 
recently. Their inclusion may bring them to the attention 
of people not already fully familiar with them. 
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MEDICAL ART SOCIETY 
FOURTEENTH EXHIBITION 
BY 
MERVYN LEVY, A.R.C.A.. M.R.S.L. 
Tutor in Art Appreciation, Department of Extramural Studies 


University of London 
The mse of amateur painting is one of the most significant 
social phenomena of our time. Whether indulged in as pure 
pleasure—as such it is the ideal form of creative relaxation 

or used as a therapeutic measure in psychiatry and medi- 
cine, the practice of painting is fast becoming an integral 
part of the life of Western society. Social psychologists of 
the future may well interpret the present enthusiasm for it 
as the first tangible manifestation of a spiritual revolt against 
an era of soulless materialism. Painting is a perfect anti- 
dote to that deadly and indefinable Weltschmerz which 
nibbles at the inner man. But it must be pursued with a 
bold, unashamed abandon ; indulged in rather as a Saturday 
night out than as an academic exercise. If it is to disinhibit, 
relax, and regenerate, it must flow like a song in the bath. 
Naturally a few pleasure painters will discover, as they pro- 
gress, a greater flare and potential for the academic niceties 
of drawing and painting than was perhaps evident when they 
started. These few will cross the threshold into the shining 
kingdoms of colour theory, three-dimensionalism, and the 
various other technical and aesthetic mysteries which reveal 
themselves continuously to the serious student of painting 
But for the majority the aim should be the unhampered 
flow of free-expressionism, coupled, as it will be, with the 
personal technical style and conceptual potential of the 
painter himself 

General Impression 


How does the fourteenth exhibition of the Medical Art 
Society measure up to this conception of painting for 
pleasure ? Remarkably well. In spirit and accomplishment 
it ranks as high as any exhibition of a similar kind that 1 
have seen during the past year A few works are even 
superlative, and one in particular—P. Tuttnauer’s ~ The 
Beach,” to which I shall refer later—is exceptional by almost 
any standard of excellence. 1 had wondered, on my way 
to the exhibition, if the medical man, so solidly schooled in 
fact, would find it less easy than, say, the romantic housewife 
to practise the exhilarating art of disinhibition. On the con- 
trary, the exhibition fairly bubbles with lively, thrusting 
imagination. Colour, shape, and form have all been treated 
with that stimulating disregard for the “ academic niceties ” 
which makes for life-enhancing exuberance. Indeed, only 
one exhibitor displays an unwavering devotion to the line of 
duty : his classical water-colour of a stethoscope is moving 
evidence of an almost saintly power to resist the more 
luxurious and sensual temptations of art 

I would like to offer two mild general criticisms, before 
mentioning more pictures individually. There is naturally 
a great deal of landscape and still-life painting on show ; 
much of it, however, is a little too topographically literal, 
and consequently too near the appearance of photography, 
with which art should have nothing to do. Portraiture also 
presents pitfalls. The struggle to achieve a likeness at all 
costs often inhibits the artist, so that his work becomes tenta- 
tive, wooden, and drained of the smooth flow of spontaneous 
vigour. Far better to approach the problems of portraiture 
with something of the dash and cheekiness of a political 
cartoonist who attains a likeness through the employment 
of exaggeration, distortion, and satire. 


Individual Pictures 


Among the best portraits in the exhibition is B. N. 
Brooke's “ Biddy Gell,” a painting of a girl which displays a 
remarkably sensitive and searching eye for the colour within 
colour. Too many amateur portraitists summarily dismiss 
flesh as a simple matter of “ pinky white,” whereas in fact 
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the element of local colour is profoundly affected by the 
proximity and absorption of colour and light from any 
number of extraneous sources. Thus, a rich profusion of 
blues, greens, violets, and so on often find their way into 
the “colour” of a person’s face. Look at a Van Gogh 
portrait, for instance. Margaret Little's “ The Dreamer ™ 
is a tremendously energetic and exciting piece of expres- 
sionism. Painted with the breadth of Jack Yeats or 
Kokoschka, it depicts in violent yet well-integrated colour 
(savage blues, reds, mauves, and violets) a rapt figure on a 
couch in the depth of some personal ecstasy. This little 
work has terrific impact. One still-life painting was, | 
thought, outstanding. Margery Archer's expert placing of a 
red flower (an advancing colour) in the foreground of her 
picture, against a background of an open book, on one page 
of which is an illustration in blue (a retreating colour), is 
extremely subtle. The skilful juxtaposition of these colour 
elements, combined with a most refined and discriminating 
sense of composition, imparts a quality of air and spacious- 
ness to a delightful picture. Of the landscapes, I enjoyed 
particularly the formal organization and quiet, dignified 
colour of A. B. Hewlett’s “ Italian Farm,” and the crashing, 
tumbling waters and skies of R. A. Beaver’s romantic version 
of “Brighton,” painted with huge verve. This picture 
appealed to me enormously because it neither looked nor felt 
like Brighton; rather more, I thought, like the occasion 
of the death of Shelley. R. Fidler contributes two 
poignantly sensitive drawings of psychotic patients— 
*Dementias I and II"—executed in a trembling and pro- 
foundly expressive line, very economical, yet thoroughly 
convincing. Here are two excellent examples of the elo- 
quence of what is left unsaid. Also on the psychiatric 
side are a group of absorbing sculptures by J. Rostowski. 
I was moved by his * Split Personality,” which depicts two 
almost identical figures very close together ; one is obviously 
male, the other, apparently, in the throes of an exciting 
sex-change. The work is conceived and executed with a 
quiet, intense strength. 

Lastly, | would like to return to Dr. Tuttnauer’s “ Beach.” 
The artist has taken a very ordinary scene, and by filtering 
it through the screen of his inner, imaginative eye trans- 
formed it into a dazzling arrangement of modified—and 
extended—shapes, forms, and colours. He has in fact used 
the sources of his initial inspiration simply as a springboard 
to the creation of a number of intensely interesting and 
stimulating variants. For the truly creative artist physical 
reality (camera reality) is merely the flashpoint of other 
realities : the other reality of art—*“ Through art we express 
our conception of what Nature is not,” Picasso has said. 
Dr. Tuttnauer has used very bright colours, perfectly com- 
posed and balanced. The pebbles and stones of his beach 
wink and sparkle like some magically illuminated bath or 
sugar crystals. Here is a new world—a_ vision-invoking 
world——a fresh world for an old rather drab and threadbare 
one. What more can the artist offer ? 

The exhibition remains at Walker's Galleries, 118, New 
Bond Street, London, W.1, until April 21. It is open from 
10 a.m. to 6 p.m. (Saturdays until 1 p.m.). 


Speaking at the annual conference of the Scottish Associa- 
tion for Mental Health on March 23, Lorp STRATHCLYDE, 
Minister of State for Scotland, described the Government's 
building programme for mental hospitals in Scotland. Since 
the Health Service started in 1948, he said, the number of 
beds available for mental and mental-deficiency patients in 
Scotland had risen from about 25,900 to 26,800. There 
was in hand at present a new building programme of nearly 
£2m. to be spent on mental and mental-deficiency hospital 
extension schemes, starting in the period of 1956-8. When 
schemes already in hand and this new building programme 
were finished there should be some 1,200 additional beds, 
giving a total of about 28,000. This would mean 2,100 
more beds than in 1948. It was not intended, he added, to 
cut this programme in any way because of the economic 
situation. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 
asked to keep their letters short. 


The Gold-headed Cane 


Sir,—The leader entitled “The Gold-headed Cane” 
(Journal, April 7, p. 791) calls for comment for two reasons. 
It seriously misrepresents the work of the Royal College of 
Physicians, and it exemplifies a growing threat to freedom 
in medicine. It complains that the policy of the College is 
faltering and shows “confusion of purpose,” and that it 
seems “to be a little doubtful about what its responses 
should be to the Welfare State and its centre-piece the 
National Health Service.” In fact the policy of the College 
has from the beginning been a firm and consistent one of 
co-operating with the Government of the day and taking 
a share in the decisions on all matters arising out of the 
Health Service, including remuneration, of which the leader, 
somewhat inconsistently, goes on to complain. Those, how- 
ever, who have followed the policy of the British Medical 
Association and views of the British Medical Journal on 
the Health Service will be familiar with their vacillation, and 
if one wants examples of confusion of purpose one need 
look no further than the B.M.A., whose leaders recently 
had to eat their words on the heroin ban and withdraw 
their evidence from the Royal Commission on Marriage 
and Divorce. 

The leader complains that the College Officers are out 
of touch with the Fellows and Members. It is true that 
the democratic practice of the College is not identical with 
that of the B.M.A., and that its tradition gives the Presi- 
dent considerable freedom of action, safeguarded by requir- 
ing him and the other College Officers to be re-elected 
annually. But every Fellow has a right to attend Comitia, 
and no Fellow ought to complain that a subject has not 
been discussed there if he has himself failed to attend and 
raise it. The allusion to Members seems to be based on 
sheer ignorance, for Members’ meetings are held twice a 
year with the President in the chair, and Members are free 
to express their views on any subject arranged by their own 
committee, as well as electing two representatives to the 
Council. 

But the leader also misrepresents the College by implying 
that medical politics is its main interest. You entirely 
neglect to mention the large amount of work done by the 
College committees, which have made substantial contribu- 
tions to undergraduate and postgraduate medical education 
and expressed the views of the College on many clinical, 
scientific, and sociological topics. And the College is even 
now developing plans for extending its building and ex- 
panding these activities. 

I note in passing that, in discussing the limitation of the 
tenure of office of Presidents of the College and other 
institutions, you do not mention that the Chairman of the 
Council of the B.M.A. has served in that office since 1949, 
but such limitation, as the B.M.A, will no doubt agree, is 
a matter for decision by the bodies concerned. 

But the main trend of the leader is the clear implication, 
which finds support elsewhere in the same issue of the 
Jourral, that the B.M.A. should occupy a position of ex- 
clusive privilege and power in medicine. When the B.M.A. 
organizes a conference on medical education it is the duty 
of the Colleges to co-operate, even though they may prefer 
to confine themselves to their own work in this field. When 
the B.M.A. is negotiating about medical remuneration it 
is the duty of the Colleges to keep silent. When the B.M.A. 
rules that broadcasting and television appearances by 
doctors should be anonymous personal opinions and parti- 
cular circumstances are not to count. All these instances 
show that medicine is not free from the danger, already 
evident in the industrial field, of the growing tyranny of 


the large organization which claims the exclusive right to 

speak for a particular group or calling and to control the 

action of its members. It is therefore vital that the Royal 

Colleges and Corporations should remain free to express 

independent views and to act or withhold action in any 

field of medicine including its relations with the State. But 

I know that many members of the B.M.A. fully recognize 

this, and realize that any attempt by the Association to 

dominate rather than co-operate would not only fail but 
seriously injure the status of medicine in this country. In- 
deed, the B.M.A. Council in its report states that it “is 
satisfied that the decision to establish the Joint Committee 
was a right and wise one. The committee has worked 
harmoniously and effectively.” For that very reason many 
will share my regret at your attack upon the Royal College 
of Physicians, which must make it more difficult to maintain 
that co-operation in the Joint Committee and between the 

Joint Committee and the General Medical Services Com- 

mittee which some of us have worked hard to achieve. 

I am, etc., 
London, S.W.1. W. RUSSELL BRAIN. 
Sir.—Your leading article on the Gold-headed Cane 

(Journal, April 7, p. 791) comes as a welcome commentary 
at a period in the history of British medicine in which 
so much is in the melting-pot, and when so many of our 
profession, in their anxiety for reform (sic), are only too 
ready to throw the passengers overboard in order to lighten 
the ship. 

I am not alone in deploring the ever-increasing incursions 
of medicine into the field of politics and the tendency to 
ignore, if not actually to denigrate, many of those traditions 
upon which the reputation of the medical profession in 
this country may be said with truth to have had its 
foundation. The custody of the Gold-headed Cane is one 
of the duties of which the Royal College of Physicians may 
indeed feel proud, but Heaven forbid that your fear be 
realized that this may prove to be its principal function in 
the medical life of our times. Your trenchant reminder of 
the results of Dr. James Sims's undue retention of office 
upon the Medical Society of London, and of the wise 
decisions of most other societies in regard to the tenure of 
office of their officials, is an encouragement to many of us 
who, in a purely impersonal and impartial spirit, advocate 
that introduction of new blood which is as necessary to 
medical societies as to human families. No man, however 
great, is indispensable ; and, as we are well aware, Nature’s 
price for exclusiveness is degeneracy.—I am, etc., 


London, W.1. Maurice DAVIDSON. 
Sir,— May I congratulate you on the courage and felicitous 
language of your leading article (Journal, April 7, p. 791) 
on the Royal College of Physicians ? You assess its struc- 
ture as “archaic.” In connexion with the present position 
of pathologists—who suffer under the amusing delusion of 
the sovereign Parliament that the R.C.P. is an “ appro- 
priate” College—I have recently had to compare the 
machinery of government in the three Royal Colleges. It 
is accordingly confidently submitted that the machinery of 
the R.C.P. is such that it has only to be examined by Parlia- 
ment for substantial reform automatically to follow. The 
Tudor flavour of autocracy or, at most, narrow oligarchy 
precisely in point in your quotation from the plaint of the 
distinguished Fellow—is, of course, still more oppressive 
on the Members. It must be remembered that the aspiring 
physician, south of the Border, is almost compelled to sub- 
mit himself to the political disfranchisement imposed on 
Members ; yet compare the happy lot of the young sur- 
geon who, having obtained his consultant's qualification, 
has, by virtue of this, some effective voice in the govern- 
ment of his College. It is noteworthy also that to the Royal 
College of Surgeons are attached many faculties. It is 
abundantly clear from the history of similar institutions, 
and from the recent inelasticity of the R.C.P., that an accept- 
able degree of reform, in what is, as you point out, the 
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present preserve of the privileged few but is yet woven into 
the fabric of a public service, can only come from without 
It is further submitted that your leading article shows that 
such reform is now a political necessity. It would seem 
to follow that a royal commission or similar body should 
be appointed forthwith. 1 propose to write to my M.P 
urging this course and citing your timely leading article. 
I am, ete., 

Sheffield Joun L. Epwarps 


Trendelenburg Operation 


Sir,—-Mr. P. G. Bevan, Dr. S. H. Green, and Professor 
F. A. R. Stammers (Journal, March 17, p. 610) do a service 
to the surgery of varicose veins by calling our attention to 
1 further vagary in the manner in which the internal 
saphenous vein joins the femoral. For this we should all 
be grateful, but the point in their article which disturbs me 
is the surgical method they adopt with the varicose limb. 
They advise a “top-tie in combination with two further 
ligations lower in the leg. This method, in my opinion, 
does more harm than good to the vast majority of varicose 
limbs. The only patients likely to benefit with any degree 
of permanence are those in whom the valvular incom- 
petence is located solely at the sapheno-femoral junction. 
Dealing as | do with such a vast amount of “ second-hand 
surgery " of the varix, I feel qualified to state categorically 
that the ligation of the main trunk in the course of the 
saphenous vein usually does harm to the limb; in fact, he 
or she would be better to avoid the surgeon and to wear a 
stocking support 

A simple ligation of the main channel causes a dissemina- 
tion of the disease, stimulating the formation of collaterals 
which also become enlarged. In the course of time there 
are more varices than there were previous to operation 
Any fisherman who has blocked up a brook will appreciate 
this fact. Not only is the disease likely to be made worse 
but the field for subsequent stripping is made infinitely more 
difficult and may only permit unsatisfactory serial stripping. 
When we all know how easily the virgin field where no liga- 
tions have been performed allows us to remove the offend- 
ing varices in toto, it is a pity that we should so often be 
frustrated by the “ ligator.”" There may have been justifica- 
tion for local ligations in the past when massive sclerosant 
injections and mechanical trauma to the venous intima was 
part of the Trendelenburg operation, but now, in these 
enlightened days, I do feel most strongly that local ligations 
of the saphenous trunk should be resisted. 

1 would like to emphasize that the more completely is 
the venous system removed, the longer will be the time 
before a further superficial system is likely to develop 
However, all discussion on this vexed question is of value 
and I do hope that a few “ligators” will give the matter 
thought and, if still in doubt, will read the most excellent 
reports of the Mayo Clinic, especially that of T. T. Myers.’ 

I am, etc., 

London, W.} R. ROWDEN Foote. 
REFERENCE 
Mycrs, T. T.. Surge. Clin. N. Amer., 1955, 38, 1147 


“ Nystatin ” (“ Mycostatin ”) 


Sir,—In reference to your two articles on the treatment 
of mycotic infections by nystatin (Journal, March 24, pp. 658 
and 660) a limited trial of this preparation in pessary form 
has been made at Oxford in the treatment of monilia vaginitis 
in both the pregnant and non-pregnant patient. The daily 
insertion of one pessary for 15 days has been sufficient in 
each case so far treated to relieve completely all symptoms 
and yield a negative culture There have been no side 
reactions to the drug Nystatin appears to be a valuable 
preparation for the treatment of mycotic gynaecological 
infections. The material used for this trial was generously 
supplied by Messrs. E. R. Squibb and Sons.--I am, etc., 


Oxford J. STALLWORTHY always be expected to play the part they might in furthering 
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“ Doriden 


Sir,-l was very interested to read Dr. C. A. Hinds 
Howell’s account (Journal, February 18, p. 399) of his ex- 
perience with the new hypnotic doriden (phenyl-ethy! 
glutarimide), as his clinical observations coincide almost 
exactly with my own. With the helpful co-operation of my 
house-physician, Dr. Edgar Wallace, and the nursing staff 
of White's ward, Bristol Royal Infirmary, several patients 
were given doriden for insomnia. We found that the 
majority responded satisfactorily to two tablets (500 mg.), 
but in a few cases it was necessary to give a larger dose 
than that recommended by the makers—namely, three 
tablets (750 mg.) 

We found that doriden acted quickly and effectively, and 
no patient complained of hangover, though one who had 
been given three tablets was drowsy for some time after 
being woken up. Though nausea, vertigo, and skin rashes 
have been described, these symptoms did not appear in our 
patients. We formed the clinical impression that the potency 
of doriden was less than that of pentobarbitone (* nembutal *) 
but about equal to that of butobarbitone (“soneryl”). — Its 
advantage over these preparations was its ability to give 
refreshing sleep with freedom from “hangover.” Though 
it is supposed to equal phenobarbitone as a sedative, we 
have not yet tried it in this respect.-I am, etc., 


Bristol, 8 FREDERICK SUTTON. 


Tuberculosis and Mass Radiography 


Sik, —Drs. G. Lissant Cox and A. L. Cochrane and Pro- 
tessor J. Crofton (Journal, March 24, p. 684), concerned, 
as all of us are, about the present and future policy of mass 
miniature radiography, advocate compulsory measures in 
selected areas and groups to ensure, or attempt to, that 
100°, attendance may be obtained. How to conquer pre- 
sent apathy among “healthy” persons, and to break new 
ground, is the present problem. The unit of which I am 
nominally medical director recently surveyed a factory 
employing about 10,000 people and whose medical and 
welfare services are surpassed by none. Yet only about 
three-quarters of workers volunteered, and we doubtless left 
behind undetected more than the half-dozen or so tubercu- 
losis cases that were in fact brought to light. 

Compulsion is a method against which many lay (and 
medical) persons will fight to the last ditch. Are your 
correspondents quite certain that the end would justify 
such a means? Mass radiography, in my view, after 10 
years’ association with it, succeeds in revealing as many 
hitherto unknown chronic consumptives (they constitute 
the “infector-pool”) as so-called “early,” as yet non- 
infectious, cases of tuberculosis. In the majority of the 
former (nearly all have chest and general symptoms) one 
or more simple sputum tests would have revealed the disease 
without first resorting to x-raying. 

The repercussions and difficulties arising from any sys- 
tem of compulsion (when one ponders about them) seem 
insuperable in our circumstances in Britain. The results, 
as quoted, of the six Australian surveys carried out under 
the new legal sanction have improved attendances from 13 
to 114%, more than pertained under the voluntary system 
What is not yet reported is the degree of success in case- 
finding among the increased numbers x-rayed. If the 
acceptance rate were not nearly 100° these compulsory 
surveys would likely fail to detect among the still recalci- 
trant fev; about as much tuberculosis as was found among 
the more sheep-like majority. I am sure that a bigger 
increase than 13% among volunteers in the U.K. might 
well be obtainable by our traditional methods if they were 
intensified, the same zeal being exhibited by all—lay and 
medical—as in the mid-1940s. Public health departments, 
for instance, now shorn, like Samson of his locks, of much 
of their medical activities since 1948 and not themselves in 
possession of the weapon of mass radiography, cannot 
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FAT-STORED CESTROGEN 


TACE may change present-day concepts of 
@estrogen therapy, because while resembling stilbaestro! and hexestro! 
chemically it differs clinically in these important respects : 


\ is stored in body fat—its activity is gradually released in 
\ a manner closely resembling natural cestrogen secretion. 


REFERENCES 
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is free from side effects. Nausea, vomiting and cestrogen 
withdrawal bleeding in the female and painful gynzco- 


mastia in the male are not produced. 


has virtually no effect on the pituitary gland. Resistance 

does not develop on prolonged therapy—* TACE’ is 
therefore of particular value in the treatment of prostatic 
carcinoma, where it will often continue to control the 
condition when resistance to other cestrogens has developed. 
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enthusiasm, restricted as they are by statute only to the modern methods of chemotherapy and are therefore most 


propaganda and education directed to the public in mass 
radiography. 

Compulsion does not seem to me to be the solution. 
Similar powers are written into the Public Health Acts 
up to 1936 to segregate, where necessary, known infectious 
consumptives ; in the event they are almost never used, and 
it has been my experience that not even the legal sanction 
to segregate has accomplished more than assiduous per- 
suasion has been able to do. Leaving out of account all 
the evasions, complications, court and police action, etc., 
that would arise if mass radiography were compulsory (I 
believe the electorate would not submit), there are many 
medical, epidemiological, and other reasons (for which there 
is No space in a letter) why, in my view, your correspondents’ 
proposal would not likely succeed in its aim.—I am, etc., 

Hull R. Harpy. 


Eradication of Tuberculosis 


Sirk,—When Dr. Charles J. Stewart (Journal, February 25, 
p. 451) speaks of infants and children below school age in 
Denmark “ escaping ~ B.C.G. vaccination he is of course re- 
ferring to the systematic vaccination of non-contacts. Some 
readers, however, have been left with the impression that in 
Denmark no children under school age are vaccinated with 
B.C.G. 

In this age group systematic vaccination is limited to those 
children who are specially exposed to the risk of tuberculous 
infection, but in addition there is a good deal of individual 
(as opposed to systematic) vaccination done. Groth- 
Petersen,’ chief of the Danish Tuberculosis Index, has lately 
written: “Well over half of the children below school age 
attend the prophylactic health examinations conducted by 
general practitioners. These include annual tuberculin test- 
ing, starting at the age of 10 months: in the urban districts 
where tuberculosis is still comparatively prevalent, the 
tuberculin-negative children are, as a rule, referred to the 
chest clinics for vaccination.” 

A conclusion that B.C.G. vaccination has played no part 
in the fall in tuberculosis morbidity and mortality in Danish 
children of pre-school age can therefore not be based simply 
on the erroneous claim that they have “escaped” B.C.G 
vaccination.—I am, etc., 

H. G. CALWELL. 


Whitehead, Co. Antrim 


REFERENCE 
t Groth-Petersen, E., Dan. med. Bull., 1955, 2, 161 


Spontaneous Pneumothorax 


Sir,—Between the war years and before the days of 
enthusiastic chest surgeons and antibiotics, I had the oppor- 
tunity from time to time of looking after cases of spon- 
taneous pneumothorax in otherwise perfectly healthy patients. 
It may be of interest to you to-know how they fared. 

These cases were sent into the sanatorium for investiga- 
tion, the condition having been diagnosed clinically, and was 
later confirmed by x-rays. The treatment consisted in 
nothing more drastic than absolute rest in bed for a few 
weeks. As far as I recollect, beyond a small pleural effusion 
in a few cases, no complications developed, and the patients 
made an uninterrupted recovery. In no case was any evi- 
dence found of tuberculosis, though the patients were fol- 
lowed up for some years after discharge—I am, etc., 
Burnham-on-Sea, Somerset Cepric C. MEcREDY. 


Surgery in Parkinson's Disease 


Sir.—In your recent annotation on the appraisal of surgery 
in Parkinson’s disease (Journal, March 17, p. 621) you con- 
clude by stating : “ However, in younger patients in whom 
tremor is a major feature of the disability a number of 
surgical procedures can, at some risk to life and a rather 
greater one to function, reduce or abolish the abnormal 
movements.” 

In a recent critical analysis of over 250 patients attending 
mv clinic there are many who fall into this category. These 
sufferers from Parkinsonism are the ones that react best to 
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favourably influenced by B.S.5930 disipal”)', ethopro- 
pazine hydrochloride (“ lysivane*’), benzhexol hydrochloride 
(“ artane”), and long-acting hyoscine preparations or combi- 
nation of these drugs. I have not seen one single instance 
where a surgical procedure could possibly be contemplated 
in an attempt to improve the tremor in this group of patients. 

I also have three patients attending the clinic who have 
been subjected to surgical attack and all have been made 
worse. One particular patient, aged 45, suffering from a 
severe unilateral form of Parkinsonism, the major features 
being tremor, who had the pyramidal fibres sectioned awoke 
from the anaesthetic shaking on both sides. No, Sir, surgery 
should never be advocated for the relief of Parkinsonism.— 
I am, etc., 


Birmingham R. O. GILLHEspy. 


REFERENCE 
omer: R. O., and Ratcliffe, A H., British Medical Journal, 1955, 


Surgery of Intracranial Aneurysms 


Sir,—Mr. Valentine Logue’s paper (Journal, March 3, 
p. 473) is an important contribution to the growing volume 
of literature in which attempts have been made to define 
the indications for surgery in cases of subarachnoid haemor- 
rhage. I would, however, agree with Mr. Murray A. 
Falconer (Journal, March 31, p. 743) that some of Mr. 
Logue’s conclusions are not entirely justified by the facts 
he presents to us. It is, for instance, clear that the survival 
rate in Mr. Logue’s control series cannot, for reasons of 
selection, be compared with the results in the cases he oper- 
ated upon. It cannot be denied that the achievements of 
Mr. Logue and Mr. Falconer and those of Norlén and 
Olivecrona' in the surgery of intracranial aneurysms are 
impressive ; as these authors point out, controlled hypo- 
tension has been a factor of considerable importance in the 
reduction of surgical mortality, while hypothermia may 
prove to be even more successful. Nevertheless, it must be 
noted that certain other neurosurgeons’* have published 
figures which are much less striking, while Magladery* has 
found a higher mortality in surgically treated cases than in 
those managed conservatively. Probably the surgical results 
in Magladery’s series were presented in too unfavourable a 
light, but it is equally apparent that direct comparison 
between the mortality rates following surgery given by Mr. 
Logue and Mr. Falconer and the immediate mortality of 
about 45%° which obtains under a conservative regimen 
gives a bias in the opposite direction. 

It is evident, for instance, that Mr. Falconer’s latest and 
most impressive results were achieved upon a highly selected 
series of cases. I would ask him how many of his patients 
were admitted direct to his unit from general practitioners 
and how many were referred by physicians who had selected 
the individuals concerned as likely to be profitable cases 
for surgery. Figures which I have analysed, gleaned from 
an unselected series of cases admitted to a general hospital," 
indicate that at least 20", of cases of subarachnoid haemor- 
rhage die within the first week of the illness, a period when 
Mr. Falconer agrees that operation is unwise. Furthermore, 
it is apparent that angiography may fail to reveal the causal 
aneurysm or angioma in at least 10%’ and occasionally in 
as many as 50%* of cases ; under such circumstances defini- 
tive surgical treatment will not generally be possible. These 
figures indicate that the neurosurgeon is not justified when 
he compares his figures directly with those of conservative 
management. However, there is no doubt that recurrent 
bleeding (most common in the second week) may be respon- 
sible for the death of 15% of cases of subarachnoid haemor- 
rhage within 8 weeks of the ictus, while another 20% may 
die subsequently of a similar cause.°* I would agree with 
both Mr. Logue and Mr. Falconer that there is hope of 
preventing such episodes by the judicious application of 
surgical methods of treatment. But I do not believe they 
have yet proved conclusively that their results would neces- 
sarily be so very much better than those of conservative 
management in the highly selected cases upon which they 
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operate No one can tell exactly what the mortality and 
recurrence rate would be in such a series without surgery 
but | am confident that it would be a great deal less than 
that to be expected in an unselected series 

Mr. Falconer suggests that a controlled trial would be 


unjustified, but, in view of the uncertainty which many 
neurologists and some neurosurgeons feel about the problem 
I do not believe this to be the case This question cannot 
be decided until such a trial is carried out, by neurologists 
and neurosurgeons co-operation, and in a series ol cases 
idmitted direct from the practitioners to a general hospital 
| would agree that cases dying within the first week are not 


suitable subjects for surgery, but | suggest that in others 
who survive this period angiography should be performed 
Ihe neurologist and neurosurgeon should then, in consulta- 


tion, decide upon the appropriate treatment in each 
ndividual case, depending upon the age and condition of 
the patient and the angiographic findings Having then 
decided that a case is suitable for surgery, a random selec 
tion should be made, so that half the cases of this type are 


operated upon and half are not. Only by this means shall 
“ be able to decide, after an adeq tate follow up period 
whether surgery offers any real advantage over conservative 
methods of treatment. I think it probable that from such 
« study we may discover that surgery is of benefit in selected 
cases ; for the moment, however, despite the excellent results 
reported by Mr. Logue and Mr. Falconer and the 
enthusiasm of some of their neurosurgical colleagues, I can 
only regard their claims as not fully proved.—-l am, etc., 


JOHN N. WALTON 


N I 
REFERENCES 
Now G nd Oo H Ne 10. 416 
iH iby, W Sure. ¢ 4, M 
55. 22 4 
M bid 12, 4 
N.. Canad. med. A 72, 
N G f Med 45, 2 


Anaesthesia and Apnoea Neonatorum after 
Caesarean Section 

Sir. Drs. J. Ozinsky and G. G. Harrison are to be 
congratulated on their neat and succinct paper (Journal, 
March 31, p. 725) on the effect of duration of anaesthesia 
on apnoea neonatorum after caesarean section As an 
anaesthetist working in isolation in a country hospital | 
have until now scanned your columns in vain for some 
learned guidance on this very important subject. Along 
with the writers of the paper I have for some time felt 
that the “often unseemly haste was indeed unjustified 
and sometimes dangerous 

Iwo points in this connexion are perhaps worth men 
tioning. First, a baby who is “ light” enough to gasp and 
inhale liquor during extraction from the uterus is in a 
worse state than one who is somewhat depressed and does 
not take a breath until the pharynx has been effectively 
cleared of mucus and liquor. It is quite as difficult for the 
anaesthetist to produce this slight depression of the baby 
at will as it is for him to produce no depression, because, 
as the authors of the paper found, there is no correlation 
between duration of anaesthesia and delay in neonatal 
respiration, Any correlation between depth of maternal 
anaesthesia and depression of the baby which may exist 
is certainly too variable to use accurately in this way. 

Secondly, I believe that caesarean section should be 
classed with intestinal obstruction and peptic perforation 
as an operation in which the danger of vomiting is so grave 
that a cuffed endotracheal tube should be a sine qua non. 
At the risk of being severely corrected, I would venture 
to suggest that the best technique at our present disposal 
is to induce with thiopentone and a relaxant in sufficient 
dose to enable a cuffed endotracheal tube to be passed 
easily and immediately, the patient being on a table capable 
of being tipped, with an efficient sucker tested and actually 
running at hand. The anaesthetic may then be continued 
with whatever agent the anaesthetist favours for mainten- 
ance. It is not long since I got courage enough to adopt 
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this technique as a routine, and | have records of only 30 
caesarean sections anaesthetized in this way. From these I 
get the not too reliable impression that the babies tend to 
be in general a little slower to breathe than with a “ smash 
and grab” anaesthetic, but not constantly so. I am in 
no doubt at all about the increased safety of the method 
for the mother (it is difficult to escape from the notion that 
this sort of method might also be the one of choice for 
a forceps delivery) 

One looks to the centres of anaesthetic teaching for some 
authoritative pronouncements on the proper modern 
methods of anaesthesia for this common operation, some 
thing simple and ordinary for a refreshing change from so 
much writing about hypotension and hibernation which i 
of so littl use to the bread-and-butter anaesthetist. 
am, etc., 

Co. C. A. G. ARMSTRONG 


Sir,—In their article (Journal, March 31. p. 725) Drs. J 
Ozinsky and G. G. Harrison express the opinion that in 
caesarean section, provided that the child is extracted in 
20 minutes of induction of anaesthesia of the mother, a 
calm unhurried approach by the operating team will not 
adversely affect the child. With this opinion I agree. though 
like the authors, I hesitate about the evidential importance 
of a failure to discover a correlation between the devree of 
apnoea neonatorum and the length of anaesthesia 

Their contribution is a valuable one and I do not wish to 
seem to criticize their observations, yet I think the article 
suggests too much stress upon the duration of anaesthesia 
and too littl upon the mode and discretion of administra 
tion. It seems to me that Ozinsky and Harrison's patients 
were not only anaesthetized for periods varying between 4 
and 28 minutes, but they were wisely and carefully anaes- 
thetized. Naming the drugs used gives little real information 
about the course and nature of anaesthetic administration, 
for quite small differences in technique can greatly affect the 
concentrations of anaesthetic in the maternal and foetal 
blood 

Putting it bluntly, given a Boyle’s machine and 20 minutes 
of time, I believe I know how to produce apnoea neo- 
natorum quite regularly. On the other hand, if certain well 
worn principles are observed, it seems probable that the 
anaesthesia could go on for much longer than this without 
necessarily influencing the degree of apnoea.—-I am, etc.., 


Newcastle-upon-Tyne E. A. Pask 
REFERENCE 
Mackenzie, A., Pask, E. A., and Robson, J. G.. Brit. J. Anaesth.. 1954 
26, 111 


Treatment of Acute Otitis Media 


Sir.—In an otherwise admirable review of this subject 
Mr. C. Gill-Carey (Journal, March 31, p. 737) appears to 
condone the use of blind chemotherapy in the very para- 
graph following his own statement that half-measures bring 
risks of masked mastoiditis as well as the possibility of 
intracranial suppuration. The middle ear cleft consists of 
the Eustachian tube, which is lined by a columnar ciliated 
epithelium, which opens into the middle ear proper, high up 
anteriorly, and is not particularly well placed for drainage. 
It provides the only natural drainage for the tympanum, 
and it is readily obstructed by oedema in the presence of 
infection. The provision of pathological drainage, either 
by rupture of the drum or by paracentesis, promotes rapid 
healing of the middle ear, with less danger of adhesions 
developing, and also allows the bacteriological examination 
of the exudate and its testing for sensitivity to the various 
antibiotics. The early work of Mr. Munro Black' shows 
that it would be possible to treat acute mastoiditis by peni- 
cillin and Wilde’s incision were no other methods available 
in an isolated community, but surely no one now would 
look with complacency on a figure of about 3% who were 
found to have developed chronic mastoiditis on discharge 
from hospital, presumably as cured. Similarly, for one case 
of serious deafness to have been discovered in 115 cases 
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of acute otitis media treated by Young and Simson Hall° 
is perhaps regrettable, when it is admitted that between 
70%, and 80% of untreated cases make a full recovery. 
Fortunately the ideal treatment outlined by Mr. Gill 
Carey is also quite practicable The causative organism 
should be identified and its sensitivity to antibiotics estab- 
lished at the earliest opportunity, by paracentesis of the 
drum if necessary. While the bacteriological report is being 
awaited a course of oral penicillin may be given. This pro- 
vides adequate blood levels of the drug, with a lessened 
likelihood of the development of sensitivity.-I am, etc., 
I. P. J. MACNAUGHTAN. 


Aberdeen 
REFERENCES 
Black. J}. |. Munro, British Medical Journal, 1951, 2, 119 
Young. A. and Hall, 1. Simson, J. Laryng., 1948, 62, S51 


German Measles 


Sir.-One sees Mr. T. B. Fitzgerald’s point (Journal, 
March 31, p. 748), but the schoolgirls might have relatives, 
neighbours, or teachers in early pregnancy. The ideal would 
probably be isolation camps for girls and an attempt to 
give them rubella, though I understand it is not easy to 
do so. I rather think this has been tried in Australia. 

I am, etc., 
Farningham. Kent H. M. DENHOLM- YOUNG 
Sirn.—Mr. T. B. Fitzgerald’s letter (Journal, March 31, 

p. 748) raises an interesting and important question, 

There seems to be little doubt that prenatal rubella is 
responsible fer a great number of congenital malformations 
For this reason it has been my practice for the last five to 
six years to allow girls to contract rubella so that they may 
acquire immunity Professor Chassar Moir’ recommends 
the same course : “ It is a virtuous act to expose young girls 
to infection of German measles and so bestow on them 
an immunity during the childbearing years.” A _ similar 
view is held by Sir Macfarlane Burnet’ : “In Australia at 
least you will find that any doctor who has a daughter will 
do his utmost to see, if some other member of the family 
has rubella, she gets it too.” And again : “ For the present 
the only practical measure of this sort [methods of immun- 
ization are discussed] will be for young women to seek out 
rather than avoid opportunities for natural infection with 
German measles.” 

What is needed is the consent of parents to allow their 
children to become contacts, after the wisdom of such a 
course has been explained to them. The periods of exclu- 
sion from school may be shortened so that children may 
return as soon as the febrile phase has passed.—I am, etc., 


London, N.W.10 S. BESSER. 
REFERENCES 


} Moir, J. C., Medical Annual, 1950, p. 297 
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Damp and Rheumatism 


Sir.—The letter from the Scientific Co-ordinating Com- 
mittee of the Empire Rheumatism Council (Journal, March 
24, p. 690) raises a point of general medical significance by 
admitting that environmental cold and damp may “ aggra- 
vate” rheumatoid arthritis, while disputing a court decision 
that those environmental factors can be causes of the disease. 

Since we cannot at present state precisely the various 
causes of rheumatoid arthritis, it is advisable to clarify the 
issue by considering a disease such as lobar pneumonia, 
contracted by an individual exposed to severe cold and 
damp. Here a micro-organism—say, the pneumococcus- 
is the bacterial cause of the disease, but will anyone deny 
that exposure to cold and damp could have been another 
cause? Or do we quibble and say that exposure merely 
“aggravated” the action of the pneumococcus ? The same 
point arises in many lines of research, and may be cleared 
up by recognizing that in many, if not all, diseases there 
are numerous causal factors, some more significant than 
others. but all converging to a final common path of 
biological causation. 
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In the present state of our ignorance concerning the aetio- 
logy of rheumatoid arthritis, it is scientifically unsound (and 
legally rash) to split hairs on the question of whether cold 
and damp are causal or merely “ aggravating” factors of 
the disease. It the Scientific Co-ordinating Committee 
insists on its attitude, we may see the sorry spectacle of 
a research body vainly searching for unknown causes of a 
complex condition in full view of a sceptical public.—-l 
am, etc., 


Sevenoaks, Kent R. L. WorRALL. 


The Catarrhal Child 


Sik,—May I make the following criticism of the article 
by Dr. Joyce B. Burke (Journal, March 10, p. 538) on the 
prophylactic use of sulphadimidine in recurrent upper respir- 
atory infection in children? 

The results indicate that sulphadimidine does have some 
effect in reducing the incidence of upper respiratory infec 
tion. But what was the state of health of the children 
who were receiving the drug? We are told that 48 children 
had 25 infections in 4 months—-that is, each child would 
have 25/48 x 3, or approximately 1.6, infections per year 
These would include only febrile illnesses lasting more than 
48 hours. Most physicians will have seen cases of quite 
severely inflamed tonsils which make remarkable recoveries 
within 48 hours when treated with penicillin, either by injec 
tion or mouth. Presumably many of the children in D: 
Burke's trial developing acute tonsillitis would be given 
penicillin by their own doctors, or else their parents would 
give them “penicillin medicine ™ left over from a previous 
attack, and if they recovered within 48 hours this would 
not be counted as an illness. My own two children had 
repeated pyrexial bouts before their tonsils and adenoids 
were removed, and quite frequently the illness lasted less 
than 48 hours (often less than 24 hours), even when no treat 
ment whatever was given; no attack of a similar nature 
occurred after their operations. Thus the figure 1.6 is much 
too low, and one can assume that most of these children 
would be having at least 3 febrile illnesses per year while 
taking sulphadimidine. 

The 37 children of school age who were on sulphadimidine 
had 30 weeks’ absence from school in 4 months—that is 
each child would be absent for approximately 2} out of 40 
possible weeks from school. 

The above two paragraphs show that sulphadimidine in 
the dosage given could hardly be called effective in reducing 
the incidence of upper respiratory infection in children to 
a satisfactory level. The ages of the children are not stated. 
We are only told that 37 children were of school age, and 
presumably the other 11 were below school age. In normal 
children up to 5 years of age one rarely encounters tonsils 
which are not visible beyond the faucial pillars. Children 
above the age of 5 who are referred to me for adenotonsill- 
ectomy nearly all have tonsils which are visible beyond the 
faucial pillars. On the other hand, I do not see many 
children whose tonsils meet or nearly meet in the midline 
Of all the cases which I examined, I should classify well 
over 90%, in the intermediate or + group of Dr. Burke's 
classification, and I find it difficult to accept her figures in 
Table I1.—lI am, etc., 

Manchester, 3. A. I. GOODMAN. 


Difficult Direct Laryngoscopy 


Sir,—Drs. N. M. Cass, Norman R. James, and V. Lines 
(Journal, March 3, p. 488) give an admirable description of 
the factors which make direct laryngoscopy difficult in the 
occasional patient 

Some years ago we drew attention to some of these 
factors and described a laryngoscope designed to circumvent 
them.' The salient features of the blade were adequate 
length and the smallest possible “step” consistent with 
adequate tongue deflection. Many anaesthetists may have 
noted how easily bronchoscopy may be performed in the 
patient whose glottis defies good exposure with a standard 
laryngoscope. The reason lies in the relatively small bulk 
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We have used this laryngoscope con- 
and, although difficulty has 
an introducer has never been 
The instrument ts now 
Messrs. Longworth 


a bronchoscope 
Stantly production 
ccasionally been experienced 


since its 


when using Magill tubes 
known as the BJ and is made by 
to fit their standard handle 
Ihe letter from Dr. J. Alfred Lee (Journal 
689) views. It is a pity that 
While the nasa! 
s that of choice for operations 
that the classical method using 


ecessary 


March 24. 
nasai 


route 1s not 


echoes our blind 


tubation is losing favour 
suitable for cuffed tubes, it 

the mouth. We believe 
COs should be taught to the younger anaesthetist so that 
tube which fails to enter 


An excellent description ot 


he may learn how to correct a 
the trachea at the first attempt 


this is given in Essentials of General Anaesthesia bv 
Macintosh and Bannister. Having mastered this technique 
the beginner is more likely to succeed with the modern 
ipnoeic technique We are, etc., 

Ronatp A. Bowen 
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Acute Delirious States 

Sir,—-I read, with much interest, Dr. Hunter Gillies’s 

comprehensive account of the above conditions (Journal 

March 17, p. 623). Dr. Gillies rightly gives, as among the 


iuses of delirium, “ acute psychoses such as acute mania, 
melancholia, and acute schizophrenia.” and further 
n he states Although it will only be used by the expert 
s\chiatrist, mention must be made of the fact that one or 
two electric convulsion treatments can dispel deliria that 
have been resistant to all other measures In “ orthodox ” 
methods of treatment, Dr. Gillies pinpoints the many and 
ilmost insuperable problems, the “ dilemma™ of sedation, 
f giving sufficient fluids when nearly all may be regurgi- 
tuted, etc He does not quote mortality figures, but with 
rthodox methods I think most of us have had to be satis- 
fied with a death rate of around 50 
A number of years ago, having experienced the striking 
value of E.C.T. in acutely exhausted, melancholic patients, 
I determined to try it in my next “ delirium” admission, 
and as it happened the next such admission (St. Luke's 
Hospital, Armagh) was a middle-aged woman who was pro- 
toundly toxic and almost pulseless. I was absolutely satis- 
fied that with orthodox methods of treatment her chances 
were practically nil, and so I decided to give 
immediately following admission. I can 
The pale, drawn, 


icute 


ot recovery 
her straight E.C.T 
only describe the response as dramatic 


toxic face was immediately flushed with blood, and the 
pulse (for the first time) became quite perceptible Her 
recovery, following a further number of treatments. was 
uneventful 

Since that case, all delirious cases were given E.C.T. 


immediately following admission, and I can only recall one 
death. This occurred several days after the delirium had 
been completely controlled, and appeared to be due to an 
myocardium. It had no immediate connexion 
with E.C.T. In all the other cases the results were equally 
dramatic—more often than not a flying, thready pulse of 
around 140 dropping to a much fuller pulse of around 110 
immediately following the first E.C.T 

Might I stress the following points? E.C.T. should be 
ziven immediately on admission. It is usually necessary to 
repeat it in from 4 to 6 hours on the first day, and thereafter 
at least once (often twice) daily for several days. I always 
gave the E.C.T, straight. I think the addition of sedatives 
and relaxants to most of these cases would certainly add 
to the hazards. Besides, I had the definite impression that 
the convulsion seemed to be an important part of the 
restorative mechanism. The blood seemed, as it were, to 
be driven to the head and neck. It is usual to give nikethamide 
before the first few E.C.T.s. Sedatives can and should be 
completely omitted 


exhausted 
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In conclusion, may I state that I regard E.C.T. as “ life- 
saving ” in these states ? But I would also like to say that 
I think “delirium ” should now be extremely rare in purely 
psychotic conditions. The major psychoses rarely begin 
with a delirious episode, and such episodes can now be 
almost entirely warded off by the prompt administration 
of E.C.T. (other measures—insulin, etc—-may of course be 
required for permanent cure).—TI am, etc., 


Ropert THOMPSON. 


Northampton 


Breasts from Bird-seed 


Sir,—I was much interested in Mr. D. K. Lennox’s letter 
on “Breasts from Bird-seed” (Journal, March 17, p. 628), 
but I must say that I was filled with mirth at the thought 
of myself with a bag of bird-seed pinned to my chest ; and 
what a terrible calamity if it were to leak and I found myself 
pursued by the birds of the air. Mr. Lennox speaks of the 
shifting quality of bird-seed. Is he sure it does not rattle 
is it shifts? Also, when I am gardening on a hot day | 
get very warm and perspire a lot. Might not this cause 
germination of the seed ? 

In my own experience I have found nothing better with 
which to pad my brassiére than cotton-wool. It is soft 
and disposable (how could one wash a bag of bird-seed ?) ; 
it is also very light, and, even though my operation was eight 
months ago, there are still some very tender areas on my 
chest wall and I do not think they would at all like a bag 
of shifting bird-seed impinging on them. Actually, I find 
that the chief difficulty is not in replacing the breast tissue 
(anyone can stuff a brassiére), but in making up for the loss 
of the slight fullness and natural curve of the pectoralis 
major. The pad (whatever it may be made of) must extend 
well up above the brassitre, otherwise one’s blouses and 
dresses do not sit properly, and cotton-wool can be well 
idapted to do this. I recommend a sorbo “ falsie ” pinned 
into the swim suit for swimming, but could not tolerate 
rubber next to the skin all day long.—I am, etc.. 

“ INTERESTED VicTiM.” 


Fisher-Race Theory 


Sir.—One of the interesting phenomena seen in medical 
textbooks is the perpetuation of a drawing or illustration 
that appears in volume after volume, edition after edition, 
unchanged through the years. One particular picture of a 
cretin comes to mind that | am sure would be recognized 
by anyone who has been to medical school in the last 20 
years. Similarly, ideas have a way of being handed down 
and reiterated until they become part of the medical culture. 
Sometimes these ideas are wrong. Yet fat still burns in the 
fire of carbohydrates. Yet, infants may not eat fried foods 
and injections of antigens desensitize allergic patients to their 
allergens. 

Under our very eyes a misconception is being promulgated 
that bids fair to become part of medical heritage unless it 
is corrected without delay. This is the quadruple linked 
theory sponsored by Race and Fisher, with its supposedly 
important predictive value and its cross-over theory to ex- 
plain the distribution of the various “ chromosomes ™ of the 
Rh-Hr system. 

When only factors Rh», rh’, rh”, and hr’ were known, 
Fisher predicted that factors hr” and Hr. would be found. 
These Hr factors would be recognized by the fact that they 
would give reactions antithetical to their corresponding Rh 
blood factors in a manner similar to the relationship between 
M and N, and rh’ and hr’. When a blood factor which 
fitted the prediction for hr” was indeed discovered the 
theory was regarded as having been confirmed ; further 
confirmation was considered to be inevitable, merely a matter 
of time and work. Within a short time the discovery of Hro 
was heralded. However, on closer examination it became 
clear that the claims for Hr. (d) would have to be disavowed. 
More recently a different factor hr (f), unpredicted, has been 
identified as belonging to the Rh-Hr system, and still another 
unpredicted factor rhY (V) has also been found. For 
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consistency with the theory of quadruple linked genes, the 
existence of factor F and presumably also factor v is postu- 
lated. In the meanwhile, crossing over of the blood factors 
within the “ chromosome,” which should have been detected 
many times over had it occurred, has not been reported. 
The score card for predictions based on the theory of 
multiple linked gene pairs after enjoying an initial success 
shows a consistent and disappointingly large number of 
strike-outs : 


ltem Hit Miss 

Hro (d) 
hr (f) 
rhY 
rh¥ 
Cross-overs | 

Recent books persist, none the less, in reprinting with 
almost no change in wording the supposed advantages and 
correctness of the theory and its important predictive value. 
The theory, according to its actual accomplishments, has not 
withstood the test of time and is actually refuted by newer 
discoveries. It appears to have outlived the usefulness it 
formerly had as a stimulant for certain brilliant investiga- 
tions in the field of blood grouping. It should now be 
pensioned off and laid to rest—I am, etc., 

Brooklyn, N.Y IRVING B. WEXLER. 


Oxford Ether Vaporizers Wanted 


Sir,—During the last war many hospitals received, 
through the generosity of Lord Nuffield, the gift of an 
Oxford ether vaporizer. Their effectiveness and simplicity 
of action was especially suitable for wartime conditions 
Most hospitals at the present moment employ some type of 
anaesthetic machine, and there are numbers of vaporirers 
not in use in the country, Furthermore, recent models of 
the Oxford vaporizer have replaced the earlier one. 

The present conditions of rural hospitals, particularly in 
missionary medical institutions, are very similar to those of 
wartime Britain, and the original Oxford vaporizers could 
still do valuable service if they were made available to these 
hospitals, most of which cannot afford either a modern 
vaporizer or an anaesthetic machine. In tropical countries, 
especially, the rapid vaporization of ether is itself an anaes- 
thetic problem. 

The writer is informed that the old model vaporizer can 
still be rehabilitated at small cost and made serviceable, and 
suggests that some of these valuable instruments be ex- 
humed from hospital cupboards and given new life abroad. 
Hospitals ready to dispose of such instruments might com- 
municate with any of the large missionary societies.—I 
am, etc., 


Kimpese, Belgian Congo. E. W. Price. 


POINTS FROM LETTERS 


Allergy to Plastic Cards 

Dr. Mapvevetne S. Baker (Bath) writes: It would seem worth 
recording that a patient of mine, a woman of 47, suffering from a 
recurring rash about the face and neck, which the dermatologist 
agreed was an allergic rash, has now informed me, having 
followed my instructions to keep a diary of the recurrences, that 
the rash appears every time she plays bridge with plastic cards, 
the onset being at the close of two hours’ play. 


Unwrapping the “ Journal ” 

Dr. M. N. Guosn (London, N.W 3) writes: On receipt of my 
last week's Journal I was trying to discover, as usual, some 
simpler method of unwrapping it. My fingers caught on a small 
tag and gave an effortless pull almost subconsciously, with which 
out came the Journal at lightning speed. Naturally, I was 
interested with my new technique, and was about to explore it 
when I discovered an arrow with “Pull the pleat.” I must 
congratulate you for reintroducing the old method of unwrapping 
the Journal, which I believe is superior to the methods suggested 
(by a score of correspondents. 
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Obituary 


C. A. CALVERT, M.B., F.R.C.S.I. 


Mr. C. A. Calvert, director of the department of neuro- 
surgery at the Royal Victoria Hospital, Belfast, was 
killed in a motor accident on April 4. He was 61 years 
of age. The accident occurred when the car in which 
he was travelling as a passenger to attend the funeral of 
the late Mr. A. H. M. Eaton, F.R.C.S., of Omagh, came 
into collision with another vehicle; his companions, 
Professor F. M. B. Allen and Dr. Ivan McCaw, were 
seriously injured. 

Cecil Armstrong Calvert was the second of the three 
sons of the late Mr. and Mrs. James Calvert, of Lurgan, 
his mother being an Arm- 
strong of Tullweel, Five- 
miletown, Co. Fermanagh. 
He went to school at Lur- 
gan College. and his first 
serious interest was in 
astronomy ; it was with the 
idea of providing a liveli- 
hood while he pursued 
further studies in this field 
that he decided first to 
enter the banking profes- 
sion. Both of his brothers 
had elected to study medi- 
cine, a course to which 
Cecil Calvert was not 
atiracted until later, in 
1916, when his younger brother, Howard, then serving 
in the Army, was killed in action. Entering the Queen's 
University of Belfast in 1917, Cecil Calvert had a dis- 
tinguished undergraduate career, graduating M.B., 
B.Ch., B.A.O. in 1922 and obtaining first-class honours 
and an exhibition in the final examinations. After spend- 
ing a year as resident in the Royal Victoria Hospital, 
he applied himself to postgraduate study in surgery and 
was admitted to the Fellowship of the Royal College of 
Surgeons of Ireland in 1926. Meanwhile his potential 
qualities had been recognized and he was appointed sur- 
gical registrar and surgical tutor, successively, at the 
Royal Victoria Hospital. Afterwards he worked for 
some years as Clinical assistant to S. T. Irwin and with 
R. J. McConnell, two members of the visiting surgical 
staff of the Royal for whom he had particular regard, 
and for whose help in his early days he was always 
ready to acknowledge his indebtedness. It was about 
the same time that he met Sir Geoffrey Jefferson, through 
whom he was probably inspired to interest himself 
especially in the surgery of the nervous system. This 
interest was fostered by his election to membership of 
the Society of British Neurosurgeons in 1926. There- 
after he was rarely absent from meetings of the society, 
and with other members travelled widely in Europe, 
missing no opportunity of learning about new techniques 
and advances in this special field. 

At home he had been appointed to the Ulster Hospital 
for Children and Women, and in 1933 to the honorary 
visiting staff of the Royal Victoria Hospital; and he 
had also begun consulting practice. As his quite excep- 
tional qualities became more widely known, pressure of 
work steadily increased, and soon he was doing his full 
share of surgery and night emergencies at the hospital, 
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out-patient sessions, teaching, and making long journeys 
at all hours into the country, often to operate on difficult 
cases and in hastily improvised surroundings. 

Such a life would have provided ample satisfaction for 
most men, but between 1930 and 1939 he found time 
to undertake entirely on his own initiative many opera- 
tions on the brain and spinal cord ; being lengthy pro- 
cedures, these operations had to be undertaken at night, 
and then only when the theatre was available. Often 
he did not leave the hospital until six in the morning, 
only to return two or three hours later, as fresh as if he 
had had a full night's rest, to grapple with a heavy 
out-patient clinic 

Shortly after the outbreak of war in 1939 he volun- 
teered for military service and accepted the invitation 
of the late Sir Hugh Cairns to join him and others at 
the Military Hospital for Head Injuries, Oxford. Here 
he worked until the end of the war, being promoted to 
the rank of lieutenant-colonel. His exceptional skill as 
a brain surgeon, his phenomenal yet effortless capacity 
for sustained mental and physical activity, and the care 
and thought he bestowed on the wounded men com- 
mitted to his charge, commanded the respect and affec- 
tion of all those who worked with him. While at Oxford 
he made some outstanding contributions to the surgery 
of wounds of the head, writing on orbito-facio-cranial 
gunshot wounds, on injuries of the frontal and ethmoidal 
sinuses, and other subjects. Some of these papers were 
published in War Surgery Supplement of the British 
Journal of Surgery in 1947. One paper which he wrote 
with Cairns, Daniel, and Northcroft was on the subject 
of “Delayed Complications after Head Wounds, with 
Special Reference to Intracranial Infection.” Before the 
war he had been joint author of Whitla’s Dictionary of 
Treatment (8th edition) 

In the years 1946 and 1947 his colleagues on the 
staff of the Royal Victoria Hospital and the board of 
management under the chairmanship of Senator Herbert 
Quin succeeded in establishing a neurosurgical depart- 
ment for Northern Ireland at the hospital and ap- 
pointed Calvert its first director. Part of one of the 
general surgical wards was set aside for the purpose, 
and in 1947 the new department began to function. In 
1953, through the sustained interest of the chairman of 
the hospital and the approval of the Northern Ireland 
Hospitals Authority, a new theatre suite and wards were 
opened, and there in the past three years, at Quin 
House, Calvert at last saw the realization of all his 
hopes and ambitions to establish neurosurgery on a 
sound footing in Northern Ireland. In 1954 he had the 
great pleasure of acting as host to the Society of British 
Neurosurgeons on the occasion of their first visit to 
Belfast. He gave them a typically honest and severely 
critical account of his own personal experiences with a 
series of cases of spontaneous subarachnoid haemor- 
rhage which he had treated as surgical emergencies. 
Last summer he went to Canada for the joint meeting 
between British and Canadian neurologists and neuro- 
surgeons, and spent some time at the Institute of Neur- 
ology in Montreal and in centres in the United States. 
In the autumn he had been elected vice-president of the 
Ulster Medical Society. 

Mr. Calvert's elder brother, Dr. Edwin G. B. Calvert, 
is senior physician to the Royal Northern Hospital, 
London, and one of his two married sisters is the wife of 
Professor F. M. B. Allen. In 1930 he married Eileen, 
the second daughter of the late Mr. and Mrs. Henry 
Healey, of the Fort, Lisburn. 
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The funeral service, held on April 7 in St. Anne’s 
Cathedral, Belfast, was attended by a congregation of 
nearly 1,500, including leading representatives of the 
Government of Northern Ireland and of the medical 
profession in the United Kingdom and the Republic of 
Ireland. In his address the Dean of Belfast described 
Mr. Calvert as a man who had used his brilliant powers 
to alleviate suffering and to give healing to many for 
whom there seemed little hope. The Dean said that 
the characteristic of Mr. Calvert which some of them 
would always remember was his humility: there was in 
him a deep-seated calm, and he had strength in a re- 
markable degree. 

Dr. R. S. ALLISON, to whom we are indebted for this 
obituary, writes : 

I have been asked by my colleagues—because of our close 
association over the years—to write something about Cecil 
Calvert. A commentator in a daily paper described him as 
“the best-loved doctor in Ulster,” and, indeed, this is a 
fitting epitaph, for he had many friends both in and outside 
the medical profession, and of enemies he certainly had 
none. 

Simple statement of the chief events in a successful life 
does not always indicate the sources of a man’s claim to 
greatness. As a doctor, in every sense of the word, Cecil 
Calvert was one of the most outstanding men the Belfast 
School has produced. But he seldom published any of his 
work, although we often urged him to do so. Writing did 
not come easily to him, for he had an exceptionally fine 
knowledge of neurological literature and was overcritical of 
the worth of his own observations. Shortly before his death 
he expressed a desire to give up part of his routine work in 
favour of making a special study of surgical aspects of the 
Parkinson syndrome and other extrapyramidal states, but he 
never claimed to have any aptitude for research. As a 
clinical neurologist he was the best we had Often ill- 
defined physical signs which, if not missed, were accepted by 
others as being atypical, though not inimical to the diag- 
nosis suggested, proved as a result of his careful appraisal 
to be signposts ultimately leading to the true localization and 
nature of the underlying lesion. Where he differed from 
most of us, and may possibly even be considered as unique, 
was in the freshness of outlook he could summon without 
effort to bear on each new clinical problem—a truly remark- 
able faculty which had to be seen to be believed and which 
showed no signs of failing at any period in his lifetime. He 
might weary of the topic under discussion at a committee 
meeting, but he was never bored at the bedside or when 
taking a patient’s history, however laborious and time- 
consuming this might prove to be. To him there were no 
“interesting ” cases to whet his appetite, or “ purely func- 
tional” problems to be dismissed after a perfunctory 
examination. Each new patient, no matter what his symp- 
toms, was treated as a distinct entity and with that measure 
of kindly consideration and depth of absorption as could 
only arise from the conviction that the whole purpose of 
his being was to elucidate the particular problem then hold- 
ing his attention. Another characteristic trait was the prob- 
lem which the question of fees presented to him. Before 
he gave up private practice, if patients offered to pay he 
accepted a modest fee, or more often put them off by saying 
it would do some other time, and his procrastination in 
sending out accounts was, of course, well known. 

In 1946 he gave the annual oration to students at the 
opening of the hospital winter term, selecting as title for 
his address “ The Development of Neurosurgery” (Ulster 
med. J., 1946, 15, 123). At its conclusion he made the fol- 
lowing comments, the significance of which (as they applied 
to himself) may not have struck us then as forcibly as they 
now do. He said: “ This brief record of the contributions 
to neurosurgery fails to take note of the spirit which infused 
the daily lives of the great men who laid its foundations 
and built up its various departments. Amongst other attri- 
butes common to them all was honesty of purpose, a simple 
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desire for the truth and nothing but the truth.” He went 
on: “One might say of each of them as Shakespeare said 
of Brutus— His life was gentle and the elements so mixed in 
him that Nature might stand up and say to all the world, 
this was a man.” 

From his wife Cecil Calvert received devoted loyalty and 
support. Many visitors to their lovely home at the Spa, 
Ballynahinch, and later at Newtownbreda, will remember 
the graciousness and warmth she provided. To his intimate 
friends he often admitted how much he owed to her, and 
indeed this could easily be discovered by all who knew them, 
each having a deep regard and affection for the qualities 
of the other. 


GEORGE SARTON, Sc.D., L.H.D., LL.D., Ph.D 


Professor George Sarton, Emeritus Professor of the 
History of Science at Harvard University, died at 
Cambridge, Massachusetts, on March 22, aged 71. 

George Alfred Léon Sarton was born at Ghent on 
August 31, 1884, the son of a director and chief engineer 
of the Belgian State Railways. He studied philosophy, 
general science, chemistry, and mathematics at the Uni- 
versity of Ghent, graduated in science in 1906, and pro- 
ceeded to the doctorate in mathematics in 1911. In the 
same year he married an English lady, the daughter of 
Richard Gervase Elwes. By this time he was special- 
izing in the history of science, and in the following year 
(1912) he founded I/sis, a review devoted to the history 
and philosophy of science. Twenty-four years later he 
founded Osiris for longer studies, and until recently he 
edited and contributed largely to both journals. Shortly 
before the first world war he had started work on the 
notes for the first volume of his monumental work, 
Introduction to the History of Science. When the Ger- 
mans invaded Belgium in 1914 Sarton fled with his 
family to England, where he worked for a time in the 
War Office, but in 1915 he settled in the United States. 
He became a naturalized American citizen in 1924. 

Sarton’s first post in America was that of lecturer on 
the history of science at the George Washington Uni- 
versity (1915-16). After a year a similar post was 
created for him at Harvard. In 1940 he was made 
professor, and in 1951 he retired and became “ emeritus.” 
The Carnegie Institution of Washington made him a 
research associate in 1918, and he retained that post 
for 30 years. He was Lowell Lecturer in Boston in 
1916, Colver Lecturer at Brown University in 1930, 
Hitchcock Professor at Berkeley in 1932, and Elihu 
Root Lecturer at Washington in 1935. In 1948 he gave 
at University College, London, the Special University 
Lectures on the history of science. He was created a 
Knight of the Order of Leopold of Belgium in 1940, and 
among the many American and European universities 
and societies which honoured him was the Royal Society 
of Edinburgh, of which he was made an Honorary 
Fellow. 

Dr. E. ASHwortH UNDERWOOD writes: For those who 
never had the opportunity of sitting at the feet of Sarton 
at Harvard his influence will be apparent in his writings, 
and especially in his Introduction to the History of Science. 
The story of this work is the story of Sarton’s adult life. 
Very early in his scientific career he determined to write 
a work “to explain the development of science across the 
ages and around the earth, the growth of man’s knowledge 
of nature and of himself.” He was rapidly becoming dis- 
satisfied with the histories of individual subjects, and he 
was imbued with the conviction that no work in this field 
could be entirely satisfactory which did not deal with the 
history of science as a unity and emphasize the contribu- 
tions made by the peoples of the East. The introduction 
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which he conceived was not a “history”: it was a work 
which would contain the basic source material for such a 
history, written from Sarton’s universal standpoint. It was 
to deal with all the sciences, including medicine when the 
advance of scientific ideas was involved. He was making 
notes systematically for it in 1912, and he conceived a rela- 
tively short work which would cover the field from the 
earliest times to the twentieth century. 

The note-taking proceeded actively, and by 1914 much 
had been done. Sarton used to tell with a twinkle in his 
eye how he had buried these notes in his garden when the 
German invasion occurred ; six years later he returned to 
Ghent and dug them up. By this time he was deep in the 
study of Arabic and Oriental languages. The first volume, 
covering the period from Homer to the end of the eleventh 
century, was published in 1927. It had taken Sarton nine 
vears of active work. The second “ volume,” dealing with 
the twelfth and thirteenth centuries, tock him a further 
four years. It was published in 1931 in two enormous 
“ parts containing over 1,200 pages. The third “ volume,” 
likewise published in two very large “ parts,” did not come 
out until 1947, and it dealt only with the fourteenth century. 

It was at this stage that Sarton decided to terminate this 
great project. He estimated that his volume for the fifteenth 
century would take him a further 10 or 15 years, and he had 
other projects in mind. His idea was to write up the lec- 
tures which he had so long given at Harvard into a con- 
nected history of science. He planned to complete it in 
nine volumes. The first volume of this fine work was pub- 
lished in 1954, and in his last letter to me, written some 
weeks before his death, he spoke of the anticipated early 
publication of the second volume. Though this other great 
project remains a mere fragment, Sarton published several 
short books during the last few years. Especially notable 
are his scholarly study of Galen of Pergamon (1954) and 
Horus, a Guide to the History of Science (1952). Each of 
these is in its own way very characteristic of the man. He 
used to say that his real interests lay in the modern period. 
But the shortness of life’s span brought it about that his 
chief published work dealt with the mediaeval period. His 
writings on the later periods are found mainly in the pages 
of Isis and other journals, and the bibliography of his 
published articles and notes contains over 600 numbered 
items. He will be remembered as one of the greatest 
influences in the linking of the sciences with the humanities 

Professor Sarton’s wife died several years ago. His only 
child is the well-known poetess, May Sarton. 


F. J. F. BARRINGTON, M.S., F.R.CS. 


The obituary of Mr. F. J. F. Barrington was printed in 
the Journal last week (p. 808). We are indebted to 
Sir CHARLES Lovatt Evans for the following apprecia- 
tion: 

Barrington was one of those rare characters to whom, 
in the atmosphere of a teaching hospital, a pseudonym 
would almost spontaneously become attached. “ Snorker”™ 
was unique, and the nickname, which he bore for more 
than 40 years, was at once descriptive and affectionate. 
His outstanding characteristics were his selfless devotion to 
his work as a surgeon, to science for its own sake, his fear- 
less honesty, and his detestation, freely and forcibly ex- 
pressed, of bunkum in any form or guise, 

In his earlier days at U.C.H., with his close-cropped 
skull, square jaw, severe expression, and abrupt speech, he 
was to students at first formidable, then respected, and 
soon loved; he became traditional. With patients, nearly 
all of whom were men, he had no orthodox bedside manner, 
but rather a breezy virile concern and friendliness which 
quickly won their confidence and regard. 

He was widely read in many directions, but especially 
in the biological sciences ; natural history was his hobby, 
and he was often to be seen on Sunday mornings at the 
Zoological Gardens, with which he became intimately 
familiar. Much of his spare time was occupied with 
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research work, for which he had the gifts of penetrating 


ybservation, manual dexterity, and infinite patience. He 
was working in the laboratories of the Royal Veterinary 
College at the time of his death. His work on the neuro 
ogical control of micturition, published in a series ol 


papers from 1914 to 1931, was outstanding, and, although u 
did not at first receive the recognition it deserved, it has 
tood the test of time 
Barrington loved the sea, and served as a naval medical 
officer in the first world war; he thoroughly enjoved his 
service and often referred to it He was fond of country 
ind sports, and was physically tough, and proud to be 
No W mency of weather could wrench from him an 
recognition beyond the carrying of a thin waterproot 
usually slung over the arm, Yet his tough physique and 


asperity of speech were in fact a camouflage of a kindly, 


shy, and affectionate nature, and many are those who can 
testify to his countless kindnesses 
He was at his happiest when dining with a party of his 
iends, either at the Athenacum Club, or at his home at 
I4a, Upper Wimpole Street, where he was a most generous 


host. It was a pleasure to his many friends to know how 
happy he was in that cultured home, where he lived for 
the last eleven years. and which was a pleasant contrast to 
the of physical austerity which had previously been his 
lot 


DAVID BARTY-KING, O.B.E., M.D., M.R.C.P. 


Dr. David Barty-King, consulting physician to the Royal 
Hospital for Diseases of the Chest, died on February 8, 
iged 83 

David Barty-King was born on January 12, 1873, at 
Pittenweem, Fifeshire, and from the school at Clifton 
Bank, St. Andrews—-where the headmaster gave to every 
new boy a little printed homily on how to behave at 
school, with firm emphasis on religion—he entered Edin- 
burgh University, where he first graduated in arts and 
then became a medical student, taking the degrees o! 
M.B., Ch.B. in 1899. He proceeded to the M.D. in 1902 
with a thesis on bronchiectasis which won him the gold 
medal. In the same year he obtained the M.R.C.P.Ed 
After holding house posts at the Royal Infirmary at 
Edinburgh, he turned to the study of mental disease and 
took the certificate of the Roval Medico-Psychological 
Association. Eventually, however, he became interested 
in pulmonary diseases, and, after holding further resident 
posts at the Brompton Hospital and the Royal National 
Hospital for Diseases of the Chest at Ventnor and 
spending some time in postgraduate study in Paris and 
Berlin, he settled in London in 1906 and built up a 
successful practice in Mayfair In 1910 he became a 
Member of the Royal College of Physicians of London, 
and joined the honorary staff of the St. Pancras Dispen- 
sary and of the Royal Chest Hospital, City Road. of 
which he became dean in 1912. During the first world 
war Dr. Barty-King served as a major in the R.A.M.C., 
and acted as director of Horton Hospital, which was 
converted to military use. For his war services he was 
appointed O.B.E. in 1919. For a time he was an ex- 
aminer in medicine for the University of St. Andrews. 
After his retirement Dr. Barty-King went to live at 
Billingshurst, Sussex. He married Miss Emily Easton, 
of Liverpool, in 1905, and leaves two sons and a 
daughter 


N. H.S. writes: Dr. David Barty-King had a distinguished 
career as a physician, devoting most of his career to the 
study of the prevention and treatment of tuberculosis. As 
dean of the Royal Chest Hospital he was mainly re- 
sponsible for establishing the postgraduate medical school 
there. There had been irregular postgraduate teaching at 
the hospital for 100 years, but it was chiefly due to his 
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exertions that new buildings were erected and full courses 
of instruction arranged. Sir William Osler was his friend 
and encouraged him in this work, and during the years 
before the first world war Barty-King was successful in 
procuring funds for improvements at the hospital to bring 
his equipment up to date, and in securing the services of a 
director of pathology, Dr. W. E. Carnegie Dickson. Their 
efforts would undoubtedly have helped to make the Royal 
Chest Hospital a really important centre for the study of 
thoracic disease had not some of the financial promises 
failed and the first world war broken out. Barty-King was 
ilways ready to put into practice advances in pathology 
and therapeutics, and made several contributions of his own 
to the medical press. He also translated Ghon’s book on 
primary tuberculosis in children, and enthusiastically en- 
couraged the international control of tuberculosis, profiting 
in this by his connexions with France and Germ iny Hand- 
some and courteous, he inspired lifelong devotion in his 
patients. He did not spare himself in public service, for he, 
was honorary physician to several charitable institutions 
A great athlete in his younger days, he played football and 
cricket for his university, and as a golfer he was a familiar 
figure at St. Andrews, still playing a good game at 80 years 
of age. As a sportsman, too, he was an expert shot and 
fisherman. His was a life lived to the full, and he leaves a 
warm memory in the hearts of those who knew him. 


L. P. GAMGEE, Ch.M.., F.R.C.S. 


Mr. W. G. R. Oates, Registrar of the Royal College of 
Veterinary Surgeons, writes : 

May I, for the sake of history, make a small correction 
to the obituary you published on March 17 (p. 632) of 
Professor L. P. Gamgee ? You stated: “ Staunchly British 
though he was in manner and in faith, his grandfather was 
Italian by birth and an eminent veterinary surgeon of Lon- 
don and Edinburgh by profession.” In fact, his grand- 
father, Joseph Gamegee (1801-95), was born at Elmdon in 
Essex, and in 1820 was sent to Naples in charge of some 
horses and hounds, remaining in Italy for two years. He 
then entered the Royal Veterinary College, London, and 
after graduation returned to Italy in 1826, where he settled 
in Florence and acquired a large veterinary practice. In 
1855 he returned to this country, and subsequently became 
in turn lecturer and later professor in “the New Veterinary 
College ” at Edinburgh, founded in opposition to the Royal 
(Dick) Veterinary College by his son John (Professor L. P. 
Gamegee’s uncle). 

It is interesting to note that Professor L. P. Gamgee’s 
father, Mr. Sampson Gamgee. mentioned in the obituary, 
was intended by his father, Joseph Gamgee, to be a veterin- 
ary surgeon, and, in fact, qualified as such, but later turned 
to the successful medical career you mention. The result 
was that Professor John Gamgee above mentioned, who 
had been originally intended for medicine by his father 
and, in fact, is said to have attended some classes at Univer- 
sity College medical school, became a veterinary surgeon, 
and one of the most illustrious of his generation, whose 
almost solitary voice pressed the Government of that time 
to take those measures against foot-and-mouth disease which 
are now the accepted policy. 

The generality of the above information is taken from 
volume IV of Early History of Veterinary Literature by 
Major-General Sir Frederick Smith, where much interesting 
information can be found about the Gamgee family, which 
has produced so many eminent practitioners of human and 
veterinary medicine. 

Dr. CRANSTON WALKER writes: 

Leonard Gamgee will long be remembered as an outstand- 
ing teacher of surgery. He did not regard surgery solely, or 
even mainly, as a field for operative procedures, but he took 
the widest possible view of the whole territory ; of this he had 
in his mind clear maps, large-scale and detailed. To students 
he conveyed knowledge of the salient features, vividly, in 
just proportion and perspective, and clearly outlined. 
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research work, for which he had the gifts of penetrating 
ybservation, manual dexterity, and infinite patience. He 
was W king in the laboratories of the Roval Veterinar\ 
College at the time of his death. His work on the neuro 
gical control of micturition, published in a series of 
papers from 1914 to 1931, was outstanding, and, although it 
did not at first receive the recognition it deserved, it has 
tood the test of time 

Barrington loved the sea, and served as a naval medical 
officer in the first world war; he thoroughly enjoved his 
service and often referred to it. He was fond of country 
fe and sports, and was physically tough, and proud to be 
N inclemency of weather could wrench from him an 
recognition beyond the carrying of a thin waterproot 
usually slung over the arm. Yet his tough physique and 
asperity of speech were in fact a camouflage of a kindly, 
shy, and affectionate nature, and many are those who can 
testity to his countless kindnesses 

He was at his happiest when dining with a party of his 
friends, either at the Athenacum Club, or at his home at 


l4a, Upper Wimpole Street, where he was a most generous 
host It was a pleasure to his mar friends to know how 
happy he was in that cultured home, where he lived for 
the last eleven vears, and which was a pleasant contrast to 
the life of physical austerity which had previously been his 
ot 


DAVID BARTY-KING, O.B.E., M.D... M.R.C.P. 


Dr. David Barty-King, consulting physician to the Royal 
Hospital for Diseases of the Chest, died on February 8, 
aged 83 

David Barty-King was born on January 12, 1873, at 
Pittenweem, Fifeshire, and from the school at Clifton 
Bank, St. Andrews—where the headmaster gave to every 
new boy a little printed homily on how to behave at 
school, with firm emphasis on religion—he entered Edin- 
burgh University, where he first graduated in arts and 
then became a medical student, taking the degrees of 
M.B., Ch.B. in 1899. He proceeded to the M.D. in 1902 
with a thesis on bronchiectasis which won him the gold 
medal. In the same year he obtained the M.R.C.P.Ed 
After holding house posts at the Royal Infirmary at 
Edinburgh, he turned to the study of mental disease and 
took the certificate of the Royal Medico-Psychological 
Association. Eventually, however, he became interested 
in pulmonary diseases, and, after holding further resident 
posts at the Brompton Hospital and the Royal National 
Hospital for Diseases of the Chest at Ventnor and 
spending some time in postgraduate study in Paris and 
Berlin, he settled in London in 1906 and built up a 
successful practice in Mayfair. In 1910 he became a 
Member of the Royal College of Physicians of London, 
and joined the honorary staff of the St. Pancras Dispen- 
sary and of the Royal Chest Hospital, City Road, of 
which he became dean in 1912. During the first world 
war Dr. Barty-King served as a major in the R.A.M.C., 
and acted as director of Horton Hospital, which was 
converted to military use. For his war services he was 
appointed O.B.E. in 1919. For a time he was an ex- 
aminer in medicine for the University of St. Andrews. 
After his retirement Dr. Barty-King went to live at 
Billingshurst. Sussex. He married Miss Emily Easton, 
of Liverpool, in 1905, and leaves two sons and a 
daughter 

N. H.S. writes: Dr. David Barty-King had a distinguished 
career as a physician, devoting most of his career to the 
study of the prevention and treatment of tuberculosis. As 
dean of the Royal Chest Hospital he was mainly re- 
sponsible for establishing the postgraduate medical schoo! 
there. There had been irregular postgraduate teaching at 
the hospital for 100 years, but it was chiefly due to his 
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exertions that new buildings were erected and full courses 
of instruction arranged. Sir William Osler was his friend 
and encouraged him in this work, and during the years 
before the first world war Barty-King was successful in 
procuring funds for improvements at the hospital to bring 
his equipment up to date, and in securing the services of a 
director of pathology, Dr. W. E. Carnegie Dickson. Their 
efforts would undoubtedly have helped to make the Royal 
Chest Hospital really important centre for the study of 
thoracic disease had not some of the financial promises 
failed and the first world war broken out. Barty-King was 
ilways ready to put into practice advances in pathology 
ind therapeutics, and made several contributions of his own 
to the medical press. He also translated Ghon’s book on 
primary tuberculosis in children, and enthusiastically en- 
couraged the international control of tuberculosis, profiting 
in this by his connexions with France and Germany. Hand- 
some and courteous, he inspired lifelong devotion in his 
patients. He did not spare himself in public service, for he 
was honorary physician to several charitable institutions 
\ great athlete in his younger days, he played football and 
cricket for his university, and as a golfer he was a familiar 
figure at St. Andrews, still playing a good game at 80 years 
of age. As a sportsman, too, he was an expert shot and 
fisherman. His was a life lived to the full, and he leaves a 
warm memory in the hearts of those who knew him. 


L. P. GAMGEE, Ch.M., F.R.C.S. 


Mr. W. G. R. Oates, Registrar of the Royal College of 
Veterinary Surgeons, writes: 

May I, for the sake of history, make a small correction 
to the obituary you published on March 17 (p. 632) ol 
Professor L. P. Gamgee ? You stated: “ Staunchly British 
though he was in manner and in faith, his grandfather was 
Italian by birth and an eminent veterinary surgeon of Lon- 
don and Edinburgh by profession.” In fact, his grand- 
father, Joseph Gamgee (1801-95), was born at Elmdon in 
Essex, and in 1820 was sent to Naples in charge of some 
horses and hounds, remaining in Italy for two years. He 
then entered the Royal Veterinary College, London, and 
after graduation returned to Italy in 1826, where he settled 
in Florence and acquired a large veterinary practice. In 
1855 he returned to this country, and subsequently became 
in turn lecturer and later professor in “ the New Veterinary 
College * at Edinburgh, founded in opposition to the Royal 
(Dick) Veterinary College by his son John (Professor L. P 
Gamegee’s uncie). 

It is interesting to note that Professor L. P. Gamgee’s 
father, Mr. Sampson Gamgee., mentioned in the obituary, 
was intended by his father, Joseph Gamgee, to be a veterin- 
ary surgeon, and, in fact, qualified as such, but later turned 
to the successful medical career you mention. The result 
was that Professor John Gamgee above mentioned, who 
had been originally intended for medicine by his father 
and, in fact, is said to have attended some classes at Univer- 
sity College medical school, became a veterinary surgeon, 
and one of the most illustrious of his generation, whose 
almost solitary voice pressed the Government of that time 
to take those measures against foot-and-mouth disease which 
are now the accepted policy. 

The generality of the above information is taken from 
volume IV of Early History of Veterinary Literature by 
Major-General Sir Frederick Smith, where much interesting 
information can be found about the Gamgee family, which 
has produced so many eminent practitioners of human and 
veterinary medicine. 

Dr. CRANSTON WALKER writes: 

Leonard Gamgee will long be remembered as an outstand- 
ing teacher of surgery. He did not regard surgery solely, or 
even mainly, as a field for operative procedures, but he took 
the widest possible view of the whole territory ; of this he had 
in his mind clear maps, large-scale and detailed. To students 
he conveyed knowledge of the salient features, vividly, in 
just proportion and perspective, and clearly outlined. 


APRIL 14, 1956 


BRITISH MEDICAL JOURNAL 


ADVERTISEMENT 


Development 


analgesics 


Panadol (N-acetyl-p-aminophenol) is a potent analgesic 
and antipyretic, new to this country. Clinical trials 

have shown it to be much better tolerated than Tab. 
Codein. Co. Panadol is therefore a valuable alternative 
to currently-used analgesics in arthritic, muscular and 
neuralgic pain, headaches and colds. 


N O ASPI R | N —no gastric irritation 
N O PH E N A * ET] N -no methaemoglobinaemia 
NO CODE! NE no constipation 


PANADOL 


Trade Mark 


Packings : tablets, 0.5 g. 20, 100, 500. 
Dosage: 1-2 tablets, generally not more than 8 in one day. 
Price: Basic N.H.S. cost of 24 tablets, 1 Ih hd. 


Panadol may be prescribe d on form EC. 10, 


PRODUCTS LIMITED 


NEVILLE HOUSE, KINGSTON-ON-THAMES, SURREY. 
Associated export company: WINTHROP PRODUCTS LIMITED 


19 


BAYER | 
| 
| 


ADVERTISEMENT 


U RSO ING 
Surgical Stockings 


Specify “Burson” for 
Two-Way Stretch 


* Uniform tension, easily adjustable 
* Strength at points of greatest strain 
* Lightness and coolness for comfort 
* Expert fashioning for exact fitting 


Burson Elastic Stockings are made from the finest 
* Lastex ’ yarn to give them a special two-way 
stretch. And the complete size range of Burson 


Hosiery ensures a perfect fitting in every case. 


Obtainable from all 
chemists. Sole distri- 


86 Clerkenwell Road, 
London, E.C.!. 
\ 


BRITISH MEDICAL JOURNAL 


APRI 


14, 1956 


It is true that no other cheese is like St. 
Ivel, not only is this because no other cheese 
has the delicious Cheddar flavour and creamy 
texture, but also because it is the only cheese 
containing Lactobacilli in active form. 

The reason for this is that instead of using 
an ordinary cheese starter of lactic strepto- 
cocci, a culture of specially selected strains 
of Lactobacilli is used. The cultures are 


When you are asked about 


SKIN HEALTH 


*.™ It is often very helpful to recom- 


—. ay mend Cidal soap. For Cidal contains 
Sw an unusually efficient germicide 
Hexachlorophene 
hexachlorodiphenylmethane) which has been found to 
play a useful part in the alleviation of acne, seborrhea, 
impetigo and many other minor ailments involving 
the skin, including prickly heat. Cidal also reduces the 
risk of infection through minor cuts and grazes. 

Many people have been happy to find that Cidal helps 
to minimize unpleasant body odours at source by 
attacking the bacteria that ferment perspiration. 


Cidal Cream Shampoo also contains 
Hexachlorophene and helps to keep the scalp healthy 
and free from dandruff. (1/4d. and 3/9d.) 


CIDAL 
(1/3d. in the 


Republic of Ireland) 


Send for a booklet and an experimental 
sample of Cidal Toilet Soap to:- Sales 
Department ( Pharmacy Division), 
J. Bibby & Sons Limited, King Edward 
Street, Liverpool 3. <BIRBY 


maintained by professional bacteriologists 
| with specialized knowledge of bacterial 
selection and genetics. 

Great importance ts attached to this aspect 
and to the nutritional requirements of the 
Lactobacilli so as to maintain the activity of 
the culture in the cheese after manufacture, 
and to ensure maximum therapeutic value. 


Special hospital packs available. 


Communications should be addressed 
to: The Director, Central Labora- 
tory, Aplin & Barrett, 

Lid., Yeovil, 

Somerset. 


FRESH UP FROM SOMERSET 


20 


APRIL 14, 1956 


His phrases were telling and concise. He was some- 
what dogmatic, and this was intentional, not because he was 
unduly assertive, or ignorant or intolerant of other views, 
but because he considered that a student's first need, in a 
country that could easily be bewildering, was a clear and 
reliable knowledge of important features and landmarks. 
If a student asked, “* Are there not more or less intermediate 
cases, and some which cannot well be fitted?” he might 
answer, “ Yes, there are, but you had better get the usual 
and typical cases clear in your mind now. Later, when you 
are sure of this knowledge, you can hang the unusual and 
exceptional on to it without losing your hold.” He depre- 
cated teaching which, afraid of small inexactitudes and 
omissions, gave the student much information, much uncer- 
tainty, no clear bearings, and little guide in action. He 
laid great weight on accurate diagnosis, honouring the 
example of his senior, William Haslam. He made a habit 
of accompanying an important passage in teaching with a 
more or less illustrative story. These stories he told with 
immense gusto. They were usually suitable for medical 
circles only ; they gave students the feeling of being among 
the initiated, and, as he foresaw, both the story and the 
teaching were remembered. He could put much wisdom in 
a few words: “Always study the natural history of a 
disease ; consider what it will do if you don’t interfere.” 
“ Take care that the patient is not worse off with your inter- 
ference than he would have been without.” “On those 
days when you feel you're beginning to get fairly good— 
you're dangerous! On those awful, awful days when you 
feel you're no good at all, and never will be—go and watch 
someone else. It’s comforting.” “ First make your patient 
as comfortable as possible. Then make yourself as com- 
fortable as possible.” 

Gamgee had definite views on many subjects, and would 
express them definitely, often with condensed logical sup- 
port, and without the slightest care for rearguard action 
Though his manner was rather brusque, he was kind and 
genial. But if a house-man, student, or nurse had failed in 
duty to the patient, directly or indirectly, he spoke with a 
conciseness, clarity, and vigour which excelled that even 
of his clinical discourses, and conveyed to the culprit a 
brilliantly clear indication of the depth, nature, and quality 
of his crime. That done, he assumed that there would be 
no repetition, and there was no further reference. Gamgee 
had instinctive sympathy with all who lived vigorously, 
whatever their social status, and could talk to them in a 
language which they understood. When most burdened 
with work, he announced his ambition, on retiring. to take 
a country pub near a bridge over a river and associate with 
the farmers and river people. This he never achieved. 


JOHN GORDON, M.D., M.R.C.P. 


The obituary of Dr. John Gordon was printed in the 
Journal of March 31 (p. 753). 

Dr. R. M. Hecate writes: I first met Johnny Gordon at 
the memorable pathological meeting in Dundee when Pro- 
fessor D. F. Cappell was host. Four months later I was 
working with Gordon in Professor J. W. McLeod's depart- 
ment in Leeds University Medical School. As junior mem- 
ber of the department, not only was I made one of 
Professor McLeod's family circle, but Johnny Gordon took 
the counsellor’s attitude in my well-being. He was a 
charming character: in build and stature, physically and 
mentally he was not unlike the late “Fes” Avery and 
Max Theiler. with whom I had the pleasure to work later. 
His experiments were simple but basic; he loved best to 
work in collaboration, because this offered companionship, 
mental exchange, a broader survey of the problem investi- 
gated, and, thrown in for good measure, enjoyable meals 
where Gordon’s fantasy was limitless. To him I owe the 
pleasure of knowing Yorkshire as I do—the “ surprise view “4 
en route to Otley, the countless byways from Leeds to 
Harrogate, and the rich treasure of abbeys in the Ridings. 
He was modest and courageous, loving and loved, one of 
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the noblest of his race and a proud family man. The Leeds 
Medical School has lost a distinguished son, and there could 
be no more fitting ending to this short notice than the 
tribute to Sir William Mitchell Banks quoted by Sir James 
Paterson Ross (Journal, March 31, p. 701): “ Because he 
was so brotherly to every fellow creature and so true to his 
friends we loved him living, and now when he is gone we 
shall keep his memory green.” 


We record with regret the death on February 8 of Dr. 
MOGENS FENGER, well known in Denmark as a surgeon and 
statesman. Born in 1889, he came of a long line of Danish 
medical ancestors, He graduated in medicine at Copen- 
hagen in 1913, and, after holding various hospital appoint- 
ments as a surgeon he was put in charge of the surgical 
side of the Diakonissestiftelse in Copenhagen in 1939. Here 
he spent the following sixteen years, finding ample scope 
for his surgical! and administrative qualities. But he will be 
best remembered in Denmark for the part he played during 
the German occupation. His appointment in 1940 as chair- 
man of the Danish Medical Association was the expression 
by his colleagues of the conviction that the troubled times 
required a leader in possession of outstanding and quite 
exceptional gifts. His forceful personality and courage, 
backed by clarity of thought and speech, made him a leader 
to whom his fellow countrymen rallied with cheerful con- 
fidence. In addition to defending the liberties of the Danish 
medical profession during those difficult five years, Fenger 
earned the gratitude of his colleagues by organizing a system 
of pensions under the Danish Medical Association. For his 
work in this field he was awarded the Barfred-Pedersen 
prize in 1950—an award to Danish doctors for outstanding 
services to their profession. Early this year he attended a 
meeting at the Domus Medica in honour of recently quali- 
fied medical men, one of whom was his eldest son. He 
had suffered for some time from growing lassitude, and his 
death on February 8 was due to coronary thrombosis. 


Dr. A. Czecu died on February 18 in London at the age 
of 87. He was formerly chief medical officer of the Austrian 
hospital board of shop employees. Sixty-three years ago he 
was appointed district medical officer for this institution, 
and in 1909 he was promoted chief medical officer. His first 
task was the fight against tuberculosis, which at that time 
was called “the Viennese disease.” Long before the 
existence of public welfare institutions he created on his 
own initiative welfare clinics for tuberculous shop assistants 
and their children. He was equally a pioneer in the fight 
against rheumatism. One of his centres for the treatment of 
shop assistants with this disease was in the world-famous 
spa of Gastein, then widely used by wealthy patients from 
all over the world. Finally he concerned himself with the 
well-being of the young apprentices, whose welfare had been 
neglected. Many famous hospitals and sanatoria in Austria 
were built on his advice, and many improvements in social 
hygiene were due to his efforts. At the age of 69 he came 
as a refugee to England, and started at once to learn Eng- 
lish. At the age of 75 he won a prize for an English essay, 
“Towards a European Health Charter.” His frustration 
and poverty in England failed to embitter him, and his 
noble spirit was admirable to the end. He is survived by a 
daughter, who is a lecturer in biology.—F. F. 


Dr. A. H. F. Core, a well-known general practitioner of 
Wynberg, Cape Province, South Africa, died at his home 
there on February 21 at the age of 67. Alfred Herbert 
Fletcher Cole was older than the average medical student 
when he enrolled at Durham University. He had already 
spent some time reading law, only to find that it was not 
his calling, and from Jaw he had turned to farming, work- 
ing for some years as a manager of farms in South Africa. 
He finally decided upon a medical career and did well as 
a student at Durham, graduating M.B., B.S. in 1924. At 
the Royal Victoria Infirmary, Newcastle-upon-Tyne, he 
held appointments of house-surgeon and house-physician, 
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working under the late Sir James (then Dr.) Spence, who en- 
couraged him to take an interest in the study of child 
health, and it was this interest which nearly led to his 
settling in this country. However, he left Newcastle-upon- 
ryne, acted as locumtenent on a few occasions, and took 
the London Conjoint diploma in 1926. Returning to South 
Africa later in the same year, he settled in practice at 
Wynberg, where he remained until his death. While a 
medical student he met his future wife, Miss Shirley 
Schofield, who took the Durham degrees of M.B., B.S. in 
1925, and whose sister was the wife of the late Professor 
G. Grey Turner. At Wynberg Dr. Cole soon built up a 
large practice, in which his wife was of great assistance 
He quickly established himself in the confidence of his 
patients, and in 1929 he was elected to the staff of the 
Victoria Hospital at Wynberg. For many years he gave the 
hospital devoted service as a surgeon, and was the last of 
its part-time honorary medical superintendents. His death 
has removed a member of the older school of general prac- 
titioners in South Africa, whose loss will be felt for a long 
to come. Sincere sympathy is extended to his widow, 
who is honorary anaesthetist to the Groote Schuur Hos- 
pital at Capetown and to the Victoria Hospital at Wynberg. 
is children in their great loss. 


time 


ind to | 


Dr. BeRTRAM SAUNDERS died in the Middlesex Hospital 
on February 21 at the advanced age of 91. Bertram 
Saunders was a medical student at Aberdeen University, 
where he graduated M.B., C.M. in 1894. Three years later 
he proceeded to the M.D. with a thesis on pulmonary hyper- 
trophic osteoarthropathy. He then moved to London. 
where he was a contemporary of Sir John Bland-Sutton as 
a postgraduate student at the Middlesex Hospital, and he 
held resident appointments at the North-Eastern Hospital 
for Children (now the Queen Elizabeth Hospital for Chil- 
dren), Bethnal Green, and at the City of London Hospital 
for Diseases of the Heart and Lungs, Victoria Park. In 
1914 he settled in practice in Manchester, where he later 
became chairman of a medical board under the Ministry 
of Pensions. In 1930 he moved to London, where he was 
in practice in Foley Street, a few yards from the Middle- 
sex Hospital. He continued to see patients up to the time 
of his last illness. With his old-world courtesy and kindly 
smile, he was a familiar figure in the neighbourhood. To- 
wards the end of his life he had known hard times, but his 
great fortitude and optimism helped him to make little of 
this and remained with him until the end.—G. D. H. 


Dr. T. W. Ware, formerly a medical officer in the service 
of the Government of Hong Kong, died at Sydney. 
Australia, on February 24 at the age of 65. Thomas Walter 
Ware was born in London on August 8, 1890. He joined 
the Army in 1910 at the age of 20 and served as a corporal 
in the R.A.M.C. for a period of three years, and again 
throughout the first world war. After the war he left the 
Army and enrolled as a medical student at Bristol University, 
graduating M.B., Ch.B. in 1925. In the previous year he 
was awarded the Martyn Memorial Scholarship in clinical 
pathology. After graduation he was for a short time in 
general practice at Trowbridge, Wiltshire, where he was an 
honorary medical officer at the cottage hospital and an 
honorary anaesthetist for the Royal United Hospitals at Bath. 
During this period he was attracted to preventive medicine 
and was part-time medical officer of health for Trowbridge 
until May, 1927. A few months later he joined the Colonial 
Medical Service and became a medical officer in Hong 
Kong. While on leave in the United Kingdom in 1931-2 he 
took the London D.P.H., and on returning to Hong Kong 
was appointed port health officer. He was honorary secre- 
tary of the Hong Kong and China Branch of the British 
Medical Association from 1928 to 1930. He was captured 
by the Japanese at the fall of Hong Kong on Christmas 
Day, 1941, but in August of the following year he managed 
to escape to Macao, whence he made his way into the 
interior of China and eventually reached Calcutta in Mav. 
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1943, via Kweilin, Kungming, and Chungking. He arrived 
in London in October, 1943, and for a time worked at the 
Colonial Office in connexion with the restoration of British 
administration in occupied territories in the Far East. In 
1945 he was given the rank of lieutenant-colonel in the Civil 
Affairs Service at the War Office and returned to Hong Kong 
after its liberation on August 30, 1945. When the military 
administration came to an end, Dr. Ware reverted to his 
former duties as health officer in Hong Kong until he retired 
in 1947. Walter Ware was a likable personality, and his 
passing will be sincerely regretted by a large circle of British 
and Chinese colleagues with whom he worked in Hong 
Kong. 


Dr. J. C. Gitcurist, who was for many years tuberculosis 
officer for the Cardiff area, died on March 29 at the age of 
78. James Charles Gilchrist was born at Dumfries on June 
28, 1877, the elder son of Dr. James Gilchrist, for many 
years the medical superintendent of Crichton Royal 
Hospital, and was educated at Edinburgh Academy and at 
the University, where he graduated M.B., Ch.B., in 1901 
Five years later he proceeded to the M.D. After graduation 
he held the appointments of house-surgeon at the Dumfries 
and Galloway Infirmary and resident physician at the Royal 
Victoria Hospital, Craigleith, Edinburgh, where he worked 
under Sir Robert Philip. In 1904 he was appointed assistant 
resident medical officer at Brompton Hospital and three 
years later senior resident medical officer at the Royal 
National Hospital for Consumption and Diseases of the 
Chest, Ventnor, Isle of Wight. Early in 1912, while still at 
Ventnor, he received a visit from the late Dr. Marcus 
Paterson, medical superintendent of Colindale Hospital, then 
an institution under the control of the old Metropolitan 
Asylums Board. He always felt that this visit helped him 
to obtain his next appointment, that of tuberculosis 
physician for the Cardiff area under the King Edward VII 
Welsh National Memorial Association. Subsequently he 
also became consultant tuberculosis physician to the Cardiff 
Union Hospital and clinical teacher in the tuberculosis 
department of the Cardiff Medical School. Dr. Gilchrist 
held these appointments for thirty-two years, until 1944, 
when he retired, but he continued to give part-time service 
at the chest clinic until 1949 ; he also attended the Silicosis 
Board and assisted occasionally at the hearing of cases before 
the local pensions appeal tribunal until 1950. His presiden- 
tial address before the Cardiff Medical Society in 1936 was 
an interesting review of the changes he had seen during his 
thirty years of work in the tuberculosis service. He was also 
a past-president of the Welsh branch of the Society of 
Medical Officers of Health. For outstanding services to 
Norway during the second world war he was awarded the 
Haakon VII Cross of Liberty in 1948. 

Dr. S. H. GRaHAM writes: “ Gilkie,” as he was affection- 
ately known by his friends, was one of Cardiff’s outstanding 
personalities. A very sound physician, he kept abreast of all 
the developments in his speciality. His somewhat brusque 
manner hid a sincere and kindly nature and his patients 
revered him; indeed, in 1933, when he had a severe head 
injury in a car crash and was unconscious for weeks, he was 
congratulated on his miraculous recovery by nine of his old 
Ventnor patients 22 to 25 years after their treatment. He 
was upright in everything he did and disliked intensely hum- 
bug and subterfuge. He had many interests outside his 
profession—music, literature, and the theatre, and he was a 
connoisseur of food and wine. A lowland Scot, he settled 
happily in Wales and came to love its people, its traditions. 
and its mounta ns. The sympathy of his many friends will 
go to his widow, who throughout their long married life was 
a true helpmate to him. 


W. L. N. writes : I should te glad if you could find space 
for an additional tribute to the late Dr. DaLTon SANDs, whose 
obituary was printed in the Journal of March 31 (p. 751). 
Apart from knowing him as a colleague, I knew him as a 
tennis partner and as a very vigorous opponent at squash, 
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A Genatosan Announcement 


SEBIGEN-A NEW CREAM 


SEBIGEN is the new name for the white, virtually 
odourless cream formerly known as Sebbix and 
intended for the treatment of seborrhoea and psoriasis 
of the scalp. seBIGEN contains Purified fractions 
equivalent to Crude Coal Tar 10°, together with 
Sulphur and Salicylic Acid, and being non-greasy it 
does not mat or clog the hair and is, therefore, readily 


used by women. 


Basic N.H‘S. price 2/3d. per 1-oz. tube. 


PROMIAEIS OF THE SCALP AND CHROMIC 


— 


Safe - effective - economical 


Sebigen and Genisol are made by Genatosan Ltd., Loughborough, Leicestershire 


GENISOL—A NEW PRODUCT 


GENISOL is a new addition to our prescribable 
range of dermatological products and is a shampoo 
type preparation intended to be used either alone 
or in conjunction with SEBIGEN in the treatment 
of seborrhoea capitis, infantile scurf and psoriasis 
of the scalp. GeNtsot contains Purified fractions 
equivalent to Crude Coal Tar 
2% and Hexachlorophene 1% 
in a specially developed soap- 
less shampoo base. 


Basic N.H.S. price 2/0d. per 
2-0z. bottle. 
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A MILK MODIFICATION SPECIFI¢ 


NUTRITIONAL NEEDS 


Humanised Trufvod is not just a dried milk: it is a modification of cows’ milk specifically designed to 
meet the needs of the norma! infant from birth 

The fat content compares favourably with that of “Full Cream” dried milk powders. Moreover, as 
Trufood is dried by the spray process the fat is kept in a fine, well-diffused emulsion, thus ensuring easier 


assimilation 


Full information about Humanised Trufood and the seven other Trufood milks for infants will be 


supplied on request to Trufood Limited, Green Bank, London, E.1 
You will find that when vou have to feed an infant artificially there is a better Trufood milk available 


whatever your requirement may be. 


Full information available 
from Trufood Limited 


of Green Bank, London, Ed 


ALLY DESIGNED TO MEET THE 


TRUFOOD 


THE NORMAL INFANT 
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The Trufood Creameries 
and Laboratories are at 


Wrenbury in Cheshire 


TED 54-1545-85 


- 


» 


FALR. LABORATORIES LIMITED 


rHE TREATMENT OF 


PEPTIC ULCER 


WITH “ROTTER” TABLETS 


Extract from a report in the British Medical Journal, Ist October, 1955, p. 827 


* The immediate clinical results were assessed after 
the first month’s treatment in four main groups: 
(A) pronounced relief (symptom free); (B) definite 
relief (minor symptoms with no pain); (C) doubt- 
ful relief (symptoms persisting but improved); 
(D) no relief. 

. 81 of cases became symptom free—70% 
of them during the first week and 30°, during the 
second week a further 9 were relieved of the 
majority of their symptoms. Thus there was a 
satisfactory response in 90". of Cases. 

Four of the nine cases in groups C and D have 
elected to go to surgery, and one of the remaining 
cases has a hiatus hernia as well as a duodenal 
ulcer. Experience of treating these * failures’ over 
the past six years leads one to believe that no form 


of medical treatment will be effective and that 
surgery is the only hope of relieving their symptoms. 
In 75°, of the cases the patients were of the 
opinion that the tablets were superior to alkaline 
powders, and they found that they were able to 
take foods which they had avoided for years. 


** The treatment is ideal for general practice, where 
its simplicity appeals to both patient and doctor, 
and, although tis mode of action remains an 
unsolved problem, this should not deter its use in 
a condition the cause of which remains a riddle. 
Finally, while the possibility of toxic effects does 
arise, none has been reported or found in this 
series; but, as a precaution, the tablets should 
not be administered to young children.” 


Samples and literature on request. 


Formula Magnesium Carbonate (400 
me), Bismuth Subnitrate (350 mg.), 


Sodium Bicarbon (200 meg.), Rhizoma 
Calami (25 mg.). and Cortex Rhamni 
Frangulae (25 mg.) 


Roter tablets are prescribed on N.H.S. 
They are not advertised to the public. 
Packings Tins of 40, 120, 640 and 
dispensing size, 720. (P.T. Exempt. 


HEATH ROAD, TWICKENHAM, MIDDX. 
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as well as socially, and the more one saw of him the more 
impressed one was and the more attached one’ became to 
this man, with his slightly shy, modest, and friendly per- 
sonality Perhaps the most noticeable feature about him 
was the combination of breadth of vision and considerable 
initiative, with a readiness invariably to consult his col- 
leagues——qualities which do not always go together. Every- 
one who was associated with him has a keen sense of 
personal loss. 


Medico-Legal 


ACTION FOR NEGLIGENCE OVER E.C.T. FAILS 
[From our Mepico-LeGaAL CORRESPONDENT] 


At Manchester Assizes on March 26, 1956," Mr. Justice 
McNair dismissed with costs an action brought by Dr. Ernest 
Greenhalgh, aged 43, of Ormskirk, against Dr. E. H. 
Kitching, psychiatrist, of Altrincham, and Dr. Moya 
Applebee, of Buxton. 

Dr. Kitching was the owner of a private nursing-home, 
which Dr. Greenhalgh had attended for electric shock treat- 
ment. Dr. Greenhalgh’s case was that in June, 1948, wher 
very depressed he had consulted Dr. Kitching, who had sug- 
gested that he should go into Wye House, Buxton, for electric 
convulsion treatment. He had his first treatment on June 
18, 1948, and after it he experienced severe pain in the neck 
and back. Although he complained, he said he was not 
examined, and had further treatment which intensified the 
pain. He was unable to ease it by lying in bed, and often 
had to get up during the night and rest his head on the 
mantelpiece or by sitting at a table with his head in his 
hands. He complained to Dr. Kitching, whose reaction was 
to give him a cheerful pat on the back and pass on. When 
he complained further that the pain was worse, Dr. Kitching 
indicated that he did not accept that he was in pain. 

Finally Dr. Greenhalgh telephoned his wife, who fetched 
him away by car. When he got home x-ray photographs, 
subsequently lost, were taken, which he contended showed 
a number of fractures of the dorsal vertebrae with damage to 
the intervening disk spaces. He then spent four weeks in 
bed and twelve weeks in plaster. In May, 1954, after 
hospital treatment he was ordered to wear a leather spinal 
support and later a leather collar. He would have to wear 
the support permanently unless he underwent a_ fusing 
operation, which would mean six months in bed. 

Dr. Greenhalgh alleged that Dr. Kitching was negligent 
in his conduct of the treatment, and that Dr. Applebee was 
negligent in its administration. 

Dr. Applebee's defence, which was accepted by the Judge, 
was that it was not she but Dr. Elizabeth Crye who had 
given the E.C.T. and that she had nothing to do with it. 

The Judge also accepted Dr. Kitching’s defence that he 
had been in no way negligent. He thought that Dr. Green- 
halgh’s description of his condition at the home was not 
true, and that his description of the pain he had suffered 
was the manifestation of a hysterical condition. He accepted 
the evidence of Mr. Henry Poston, orthopaedic surgeon 
called for the defence, who after two examinations of 
Dr. Greenhalgh said that he did not think the spine was 
damaged by the treatment, that his complaints of pain were 
hysterical, and that there was no physical reason whatever 
for the wearing of the leather supports. Mr. Justice McNair 
observed that in all his experience he had never had an 
occasion on which such a distinguished surgeon had made 
such an emphatic expression of opinion, and he saw no 
reason to dissent from Mr. Poston’s view. 

He accordingly gave judgment for both Dr. Applebee and 
Dr. Kitching. 

The Medical Defence Union instructed Messrs. Hempsons, 
solicitors, to a act for Dr. Applebee. 


? Manchester Guardian, March 27, 1956. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending March 24 
(No. 12) and corresponding week 1955. 

Figures of cases are for the countries shown and London administrativc 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire 

A blank space denotes disease not notifiable or no return available 
_ The table is based on information supplied by the Registrars-General of 
England and Wales, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire 


CASES 1956 1955 
in Countries | pis ist 
Diphtheria ™ 2; 4 4 3 ) 2 
Dysentery | 2,3 339 162] 18} 1,815) 204) 334, 18) 
Encephalitis, acute 2} of | ol 4, 
Enteric fever | | 
Typhoid 0 of OF Of 1 
Pari atyphoid |3 0} 4 oO 
Food-poi soning 246) 16! | 0} 118) 23 | 
——- — | — 
Infective enteritis or | | | | 
diarrhoea under | | | | 
2 years o* i 10) 29 | 12) 12 
Measles * _2,804 204) 46{213 28,682/3337 605) 116 
Meningococcal infec- | 
tion 21; +2) 3| 41 3) 8 3| 2 
- 


- 


Ophthalmia neona- | 


torum 4 8) 0 45 7 


Pneumoniat 817] 232 16 21 46) 257) 42 


646) 65] 132) 21! 


Tuberc ulosls 
Respiratory 


671! 89! 136) 19) 


Non-respiratory. . 90} 6 12) 86} 28) 
Whooping-cough 1,416) 87} 137! 87/135] 1,867) 128) 137 63 
1956 1955 
5 = c- =} 5 | ls 
us | ond AIZIa us | 
Encephalitis, acute ol | | 
Enteric fever 0 ‘| 60 o 
Infective enteritis or | 
diarrhoea under | 
2 years | 8} OF 6} 4) 
ifluenza | 47/ 4 2} 1 48 8} 14 
Measles 1 1) of 0 
Meningococcal infec- | | 
tion | 1 0 0 1 
Pneumonia 430) 71) 21] 13] 438) 70} 33) 14) 20 
Poliomyelitis, acute 2) 0) 0 1 0 | 
Tuberculosis: | 
Respiratory 16 3 f 7 14 0 8 
Non-respir atory. p 85/4 0} 108 0 0 
Whooping-cough 0} of Oo} 2 d 0 
Deaths 0-1 year 268} 43] 35] 13) 12] 245) 29] 38] 
Deaths (excluding | 
stillbirths) 6,803) 969 665) 157| 206] 7,386 1070) 760 163) 282 


LIVE BIRTHS | 251] 379] 7,864|1194] 961 


STILLBIRTHS 


SOx 


192) 26] 18 203} 28) | 


* Measles not notifiable in Scotland, whence returns ars approximate 
t Includes primary and influenzal pneumonia. 
§ Includes pucrperal pyrexia 


| 

| 
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THE TREATMENT OF 


PEPTIC ULCER 


WITH “ROTER” TABLETS 


Extract from a report in the British Medical Journal, Ist October, 1955, p. 827 


* The immediate clinical results were assessed after j of medical treatment will be effective and that 
the first month's treatment in four main groups: surgery is the only hope of relieving their symptoms. 
(A) pronounced relief (symptom free); (B) definite In 75°, of the cases the patients were of the 
relief (minor symptoms with no pain); (C) doubt- opinion that the tablets were superior to alkaline 
ful relief (symptoms persisting but improved); powders, and they found that they were able to 
(D) no relief take foods which they had avoided for years 

of cases became symptom free—70% 

of them during the first week and 30°), during the ** The treatment is ideal for general practice, where 
second week; a further 9 were relieved of the its simplicity appeals to both patient and doctor, 
majority of their symptoms. Thus there was a and, although tis mode of action remains an 
satisfactory response in 90°, of cases. unsolved problem, this should not deter its use in 
‘Four of the nine cases in groups C and D have a condition the cause of which remains a riddle. 
elected to go to surgery, and one of the remaining Finally, while the possibility of toxic effects does 
cases has a hiatus hernia as well as a duodenal arise, none has been reported or found in this 
ulcer. Experience of treating these * failures * over series; but, as a precaution, the tablets should 
the past six years leads one to believe that no form not be administered to young children.”’ 


Samples and literature on request. 


Fi rahe Magnesium C whonate (400 Roter tablets are prescribed on N.H.S. 
me.), smuth Subnitrate (350 mg.), — the nuhblic 
mak. They are not advertised to the public. 
Calami (25 mg.), and Cortex Rhamni Packings Tins of 40, 120, 640 and 7 
Frangulae (25 meg.) dispensing size, 720. (P.T. Exempt.) . 
F.A.LR. LABORATORIES LIMITED HEATH ROAD, TWICKENHAM, MIDDX. 
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as well as socially, and the more one saw of him the more 
impressed one was and the more attached one’ became to 
this man, with his slightly shy, modest, and friendly per- 
sonality Perhaps the most noticeable feature about him 
was the combination of breadth of vision and considerable 
initiative, with a readiness invariably to consult his col- 
leagues——qualities which do not always go together. Every- 
one who was associated with him has a keen sense of 
personal loss. 


Medico-Legal 


ACTION FOR NEGLIGENCE OVER E.C.T. FAILS 
[FRoM Mepico-LeGaL CORRESPONDENT] 


At Manchester Assizes on March 26, 1956," Mr. Justice 
McNair dismissed with costs an action brought by Dr. Ernest 
Greenhalgh, aged 43, of Ormskirk, against Dr. E. H. 
Kitching, psychiatrist, of Altrincham, and Dr. Moya 
Applebee, of Buxton. 

Dr. Kitching was the owner of a private nursing-home, 
which Dr. Greenhalgh had attended for electric shock treat- 
ment. Dr. Greenhalgh’s case was that in June, 1948, when 
very depressed he had consulted Dr. Kitching, who had sug- 
gested that he should go into Wye House, Buxton, for electric 
convulsion treatment. He had his first treatment on June 
18, 1948, and after it he experienced severe pain in the neck 
and back. Although he complained, he said he was not 
examined, and had further treatment which intensified the 
pain. He was unable to ease it by lying in bed, and often 
had to get up during the night and rest his head on the 
mantelpiece or by sitting at a table with his head in his 
hands. He complained to Dr. Kitching, whose reaction was 
to give him a cheerful pat on the back and pass on. When 
he complained further that the pain was worse, Dr. Kitching 
indicated that he did not accept that he was in pain 

Finally Dr. Greenhalgh telephoned his wife, who fetched 
him away by car. When he got home x-ray photographs, 
subsequently lost, were taken, which he contended showed 
a number of fractures of the dorsal vertebrae with damage to 
the intervening disk spaces. He then spent four weeks in 
bed and twelve weeks in plaster. In May, 1954, after 
hospital treatment he was ordered to wear a leather spinal 
support and later a leather collar. He would have to wear 
the support permanently unless he underwent a fusing 
operation, which would mean six months in bed. 

Dr. Greenhalgh alleged that Dr. Kitching was negligent 
in his conduct of the treatment, and that Dr. Applebee was 
negligent in its administration. 

Dr. Applebee's defence, which was accepted by the Judge, 
was that it was not she but Dr. Elizabeth Crye who had 
given the E.C.T. and that she had nothing to do with it. 

The Judge also accepted Dr. Kitching’s defence that he 
had been in no way negligent. He thought that Dr. Green- 
halgh’s description of his condition at the home was not 
true, and that his description of the pain he had suffered 
was the manifestation of a hysterical condition. He accepted 
the evidence of Mr. Henry Poston, orthopaedic surgeon 
called for the defence, who after two examinations of 
Dr. Greenhalgh said that he did not think the spine was 
damaged by the treatment, that his complaints of pain were 
hysterical, and that there was no physical reason whatever 
for the wearing of the leather supports. Mr. Justice McNair 
observed that in all his experience he had never had an 
occasion on which such a distinguished surgeon had made 
such an emphatic expression of opinion, and he saw no 
reason to dissent from Mr. Poston’s view. 

He accordingly gave judgment for both Dr. Applebee and 
Dr. Kitching. 

The Medical Defence Union instructed Messrs. Hempsons, 
solicitors, to act for Dr. Applebee. 


* Manchester Guardian, March 27, 1956. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 
Summary for British Isles for week ending March 24 
(No. 12) and corresponding week 1955. 

Figures of cases are for the countrics shown and London administrative 
county Figures of deaths and births are for the 160 great towns in 
England and Wales (London included), London administrative county, the 
17 principal towns in Scotland, the 10 principal towns in Northern Ireland, 
and the 14 principal towns in Eire 

A blank space denotes discase not notifiable or no return available 
_ The table is based on information supplied by the Registrars-Gencral of 
England and Walcs, Scotland, N. Ireland, and Eire, the Ministry of Health 
and Local Government of N. Ireland, and the Department of Health of Eire 


in Countries | “gpg | | Sn ig | 

{- — - -|- —| 
Diphtheria . . j 2} 4 64 11! 0) 3 ) 2 
Dysentery . 2,37 162) 18| 1] 1,815] 204) 334) 18) 
Encephalitis, acute 2) 0 ol 4 
Enteric fever | | 7 | | | 
Typhoid 0| | of o| 1 
Food- poisoning 118} 23) 
infective enteritis or | | 
diarrhoea under | 
2 years 29 | 12) iz 


Measles* 2,804) 66) 204 213 28,682/3337] 435) 605) 
- ——|——-|— +} + 


Meningococcal infec- 


tion 2} 2 3} 1] 3} 2 
Ophthalmia neona- | | 

torum | 35 4 8 2 7 
Pneumoniat 817| 48] 232) 21] 984] 257; 11 42 


Poliomyelitis, acute: 


Paralytic 9 
Non-paralytic 3 oy 
Puerperal fever§ .. sof 9 | 247; 38) O 


Scarlet fever 982| 63) 71) 30] 815} 35] 102} 18 
Tuberculosis | | | 
Respiratory . 671) 136; 19 646) 65; 132) 21 
Non-respiratory. . 90) 6) 12| 86) 9 28) 2) 
Whooping-cough 1,416) 87| 137| 87/135] 1,867) 128) 137, SO} 63 


— | 1956 1955 
= — —- 
in Great Towns | ls | £ _ | 
| 4 | as 8 |z 

Diphtheria | ce of of 0 ci 0 
Dysentery o of 0 
Enteric fever. o o | of of of 

diarrhoea under | | 

tion 0} 0 1 
430) 28 2 438| 70), 33 14) 20 
Policmypelitia, acute J 2) 0| | 0 1) “oO 
Scarletfever ..| =|  @ of of Ol 

Whooping-co igh “Ol 0| 0 0 it “ol “ol 
Deaths 0 year .. 268] 43] 35] 12] 24s) 29) 


| 
stillbirths) | 6,803) 969] 665 157) 206 | 760) 163] 282 


251) 379] 7,864) 1194] 961) 23 232] 


203} 22) 28! 


LIVE BIRTHS | 8,681 


STILLBIRTHS 192 26; 18 


* Measles not notifiable in Scotland, whence returns are approximate 
? Includes primary and influenzal pneumonia. 
§ Includes pucrperal pyrexia 


| 
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Vital Statistics 


Week Ending March 31 


r otifications of infectious diseases in England and 


Wales during the week included scarlet fever 686, 
whooping-cough 1,179, diphtheria 6, measles 2,666, acute 
pneumonia 560 wcute polion yelitis 14, dysentery 1,948, 
typhoid fever 2, and paratyphoid fever 3 


Graphs of Infectious Diseases 
The graphs below show the uncorrected numbers of cases 
certain diseases notified weekly in England and Wales 


of 

Highest and lowest figures reported in each week during the 
nine vears 1947-55 are shown thus ------ , the figures for 
1956 thus Except for the curves showing notifica 


ol 


ons in 1956, the graphs were prepared at the Department 


Medical Statistics and Epidemiology. London School of 


Hygiene and Tropical Medicine. 
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Infectious Diseases 


In England and Wales during the week ending March 24 the 
largest variations in the notifications of infectious diseases 
were increases of 238 for dysentery, from 2,133 to 2,371, 129 
for food-poisoning, from 117 to 246, 93 for scarlet fever, 
from 889 to 982, and 87 for whooping-cough, from 1,329 to 
1,416: the largest decreases were 130 for acute pneumonia, 
from 947 to 817, and 89 for measles, from 2,893 to 2,804. 

Only small variations were recorded in the local trends of 
scarlet fever. The largest rise in the incidence of whooping- 
cough was 49 in Yorkshire West Riding, from 165 to 214 
The largest rises in the incidence of measles were 122 in 
Cornwall, from 108 to 230, and 56 in Southampton County 
from 99 to 155; the largest falls were 107 in Devonshire, 
from 294 to 187, 94 in Norfolk, from 264 to 170, and 75 in 
Lancashire, from 176 to 101. 6 cases of diphtheria were 
notified, being | fewer than in the previous week. 

12 cases of acute poliomyelitis were notified, and these 
were 2 fewer for paralytic and 5 fewer for non-paralytic 
cases than in the previous week. The areas with multiple 
notifications were Lancashire 4, Yorkshire North Riding 3 
(Middlesbrough C.B. 3). 

The notifications of dysentery have risen steadily during 
the past eight weeks and are now 1,504 above the total of 
two months earlier. In each of the three past weeks the 
numbers of notifications have broken the preceding record 
high level. The largest rises during the week were 69 in 
London, 68 in Leicestershire, and 54 in Lancashire. The chief 
centres of infection during the week were London 339 
(Southwark 75, Lewisham 31, Deptford 29, Greenwich 26, 
Lambeth 26, Chelsea 25, Woolwich 22, Wandsworth 21, 
Bermondsey 14, Westminster 12, Camberwell 11, Islington 
11); Lancashire 279 (Manchester C.B. 58, Bolton C.B. 30, 
Worsley U.D. 29, Whitefield U.D. 27, Preston C.B. 23, Liver- 
pool C.B. 13, Blackpool C.B. 10, Salford C.B. 10); York- 
shire West Riding 220 (Leeds C.B. 49, Wakefield C.B. 44, 
Sheffield C.B. 30, Barnsley C.B. 24, Hemsworth R.D. 17, 
Huddersfield C.B. 14, Thorne R.D. 12); Leicestershire 189 
(Leicester C.B. 158, Hinckley U.D. 17) ; Surrey 176 (Surbiton 
M.B. 73, Guildford M.B. 42, Croydon C.B. 18, Egham U.D. 
16, Frimley and Camberley U.D. 13); Warwickshire 176 
(3irmingham C.B. 92, Rugby M.B. 35, Coventry C.B. 25, 
Meriden R.D. 15); Nottinghamshire 99 (Nottingham C.B. 
39, Hucknall U.D. 34, Barford R.D. 11); Norfolk 91 (Nor- 
wich C.B. 74) ; Sussex 82 (Brighton C.B. 71); Middlesex 82 
(Edmonton M.B. 26, Enfield M.B. 20, Willesden M.B. 20); 
Oxfordshire 62 (Oxford C.B. 60) ; Gloucestershire 56 (Bristol 
C.B. 55); Essex 50 (Walthamstow M.B. 11); Rutland 48 
(Oakham U.D. 48); Suffolk 43 (Ipswich C.B. 38); South- 
ampton County 36 (Andover R.D. 21, Portsmouth C.B. 11); 
Glamorganshire 35 (Llantrisant and Llantwitfardre R.D. 20) : 
Staffordshire 27 (Brownhills U.D. 9) ; Yorkshire East Riding 
26 (Kingston-upon-Hull C.B. 10, Beverley R.D. 10); Wilt- 
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shire 24 (Highworth R.D. 18); Shropshire 24 (Shrewsbury 
M.B. 23); Northumberland 23: and Kent 20 (Chislehurst 
and Sidcup U.D. 11). 


England and Wales in 1955 
A record low infant mortality rate was recorded for 
England and Wales in 1955: 24.9 per 1,000 related live 
births, The rates in the different regions in 1952-4 were 
as follows: 


London and Souti-eastern 21.8 
South-western 24.6 
North Midland 27.4 
Midland : 28.0 
East and West Ridings of Yorkshire 29.4 
North-western 30.5 
Northern 30.9 
Wales 32.1 


The stillbirth rate in 1955 was 23.1 per 1,000 live births 
0.4 below the rate for 1954, but 0.6 above the rate for 
1953. The deaths registered in the year, 518,657, give a 
rate of 11.7 per 1,000 population, as compared with 11.3 
in 1954 and 11.4 in 1953. 

The maternal mortality rate was 0.64 per 1,000 total live 
and still births. 

The provisional number of deaths caused by respiratory 
tuberculosis in 1955 was 5,838, representing a rate of 131 per 
million. Since 1947 the death rate has fallen by 72%. 

14,820 men and 2,451 women died of cancer of the lung 
and bronchus, representing a rate of 693 per million men 
and 106 per million women. The corresponding figures for 
1954 were 657 and 102. Of the 48,159 male deaths caused 
by cancer, 31% were certified as due to cancer of the lung 
and bronchus. Only 6°, of the 43,178 deaths of women 
from cancer were so certified. 


Medical News 


New Chair of Dermatology..-The Court of Durham 
University has approved the creation of a new Chair of 
Dermatology in the Faculty of Medicine in the Newcastle 
Division. 

Early Treatment of Deaf Children.--The National Insti- 
tute for the Deaf is concerned about difficulties that may 
arise in connexion with the very early treatment of deaf 
and partially deaf children. In particular it fears that in 
rural areas the mothers of very young deaf children may 
be unable, for domestic or travelling difficulties, to take 
advantage of such facilities as exist locally for them to be 
helped in the earliest stages of the deaf child’s education. 
To estimate the size of this problem, the institute would 
be glad to hear from medical practitioners of any deaf 
children under the age of 5 years who are not already in 
the nursery department of a special school or whose mothers 
are not receiving any special instruction in their training. 
Information should be sent to the Secretary, National Insti- 
tute for the Deaf, 105, Gower Street, London, W.C.1. 


Atomic Weapon Tests.—Britain’s third series of tests of 
atomic weapons will take place in the next few weeks on the 
Monte Bello Islands, which lie some 30 miles distant from 
Cape Preston on the coast of Western Australia. They will 
include the explosion of an atomic weapon on a tower, but 
“no tests will exceed a few tens of kilotons in yield.” The 
Ministry of Supply, in making this announcement, states that 
the fall-out will be less than in the 1952 explosion there, 
and that there will be no danger to people or stock on the 
mainland. An American estimate of the hazard to man from 
nuclear explosions was reported in our issue of March 10 
(p. 568). 

Overcrowding in Mental Hospitals.—The concern of the 
Royal College of Nursing over the situation in mental hos- 
pitals led its council to send a deputation recently to the 
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Ministry of Health, to suggest the possibility of alternative 
accommodation for the elderly disturbed patients as one 
way of relieving the pressure. In its reply to the College, 
the Ministry refers to the immense problems caused by the 
age of mental hospital buildings, but is recorded as stating 
that schemes were planned to provide about 5,000 new beds 
in the next seven years. It was also hoped that more 
accommodation might become available for elderly persons 
suffering from mental infirmity whose condition did not call 
for legal restraint, through provisions outside the Lunacy 
and Mental Treatment Acts. On April 3 Mr. R. H. Turton, 
the Minister of Health, inspected Shelton Hospital, Shrews- 
bury. This followed public criticism of mental hospitals 
in the West Midlands by a group of M.P.s. Mr. Turton 
is reported to have chosen this hospital as it was said to 
be the most overcrowded in the area. 


Care of Old People. Speaking at Jarrow on April 6, the 
Minister of Health, Mr. R. H. Turton, said that one of 
the priorities for his Ministry was to secure better provision 
for the care of the old. There were now about seven 
million of pensionable age compared with three million of 
similar age in 1911. Many of them would have reached 
the stage when they could no longer be looked after in 
their own homes. “ Then,” said Mr. Turton, “the welfare 
authorities, in partnership with my Ministry. can provide 
hostels and homes. The programme for the provision of 
this accommodation must be conditioned by our general 
economic situation. I am, however, most anxious that the 
work should proceed. Since 1949 the number of old people 
in these hostels has risen from 48,000 to 71,000. I hope 
that, as soon as economic conditions permit, there will be 
a large increase in the building of hostels.” 


Boxing.—In accordance with its medical welfare scheme 
the London Amateur Boxing Association makes it com- 
pulsory for its boxers to have an initial medical examination 
Doctors interested in boxing who would be prepared to join 
the association's panel of medical officers are asked to com- 
municate with the hon. medical officer, London Amateur 
Boxing Association, 69, Victoria Street, London, S.W.1. 


Awards for Research on Leukaemia.--The Leukaemia 
Society Inc. (formerly the Robert Roesler de Villiers 
Foundation), of New York, is again offering grants and 
fellowships to support work on leukaemia and allied 
diseases. Suitably qualified investigators are invited to apply 
to the Regius Professor of Physic, University Department 
of Medicine, Tennis Court Road, Cambridge. 


S.W. London Mass X-Ray Service.-The headquarters 
office of this service is now at the Western Hospital, Sea- 
grave Road, Fulham, London, S.W.6 (telephone : FULham 
9311). The mass x-ray centre remains at St. James's Hos- 
pital, Balham, where it was transferred recently. All corre- 
spondence should be addressed to the new headquarters 
office at the Western Hospital. 

Poliomyelitis Vaccination.-Wakefield City Council, in 
addition to ‘Burton-on-Trent, has decided not to participate 
for the present in the Ministry of Health's poliomyelitis 
vaccination scheme. 

Central Midwives Board.-Mr. ARNOLD WALKER. 
F.R.C.O.G., and Professor A. A. MONCRIEFF have been re- 
elected respectively chairman and deputy chairman for the 
coming year. 

Sir James Learmonth, regius professor of clinical surgery 
at Edinburgh, is to receive the honorary LL.D. of St. 
Andrews University at the graduation ceremony there on 
July 3. 

Professor Digby Chamberlain has been appointed to the 
(part-time) chair of clinical surgery at Leeds University. 
The appointment is from October 1. 


Dr. John Marshall, senior lecturer in neurology at Edin- 
burgh University, has been appointed to the London Univer- 
sity readership in clinical neurology tenable at the Institute 
of Neurology. 


Min 


872 Aprit 14, 1956 


COMING EVENTS 
International Society of Surgery. -A general meeting of 
British members will be held on April 20 at 3.15 p.m. at 
the Royal College of Surgeons, London 


Institute of Diseases of the Chest.—Clinical demonstra- 
tions for medical practitioners will be held at the institute 
on Fridays, April 20 to July 6, at 5 p.m. Details from the 
secretary, Institute of Diseases of the Chest, Brompton, 
London, S.W.3 


B.M.S.A. Symposium.—The London Region of the British 
Medical Students’ Association is holding a symposium on 
The Aims of Medical Education” on April 21, at the 
London Hospital, Whitechapel. Tickets and further details 


from the secretary, London Region, B.M.S.A.. B.M.A 
House, Tavistock Square, London, W.C.1. 
Institute of British Photographers... The medical group 


will hold a spring conference at St. Bartholomew's Hospital, 


London, E.C.1, on April 21 at 2 p.m. Admission free. 
lickets from the medical secretary, LB.P., 49, Gordon 
Square, London, W.C.1 


Ophthalmological Society of the United Kingdom.— At the 
annua! congress, April 26-28, at the Royal Society of Medi- 
cine, London, besides scientific papers there will be a dis- 
cussion on the early diagnosis of glaucoma and a symposium 
on herpetic infections of the outer eye. Details of the 
programme from the secretary of the society, 45, Lincoln's 


Inn Fields, London, W.C.2 


International College of Surgeons.‘ Continental Clinical 


Cruise,” May 8 to June 6, which will include meetings in 
France, Switzerland, Italy, Austria, and Germany In- 
dividual meetings may be attended. Full details from Dr. 
J. F. BraitsForp, 20, Highfield Road, Birmingham, 15. 


NEW ISSUES 


Annals of the Rheumatic Diseases.—The new 
No. 1) is now available. The contents include: 


(Vol. 15, 


Issuc 


RHEUMATOID ARTHRITIS IN A POPULATION Sampte. J. H. Keligren and J. S 
Lawrence 

OF ANAEMIA IN RHEUMATOID Il. Survivat or Trans- 
rusep Exyrurocyres IN Patients with RHEUMATOID ARTHRITIS 
W. R. M. Alexander, J. Richmond, L. M. H. Roy, and J. J. R. Duthie 


on and Stella Eadic 
CHANGES IN DISSEMINATED 
A. Wynn Williams 
MoDERN Acute S. Leff 
SPONDYLITIS PATIENTS wrrn RHEUMATOID ARTHRITIS OF 
Juventie Onset. Morris Ziff, Vincent Contreras, and Currier McEwen 
IN H. Lovell and 
G. B.D. Scott 


K 
Thomp 
PULMONARY 
Aitchison and 


RHEUMATOID ARTHRITIS Malcolm 


Lupus ERyTHemarosus 


TRENDS 


Crmicat OF INTRAVENOUS AND INTRAMUSCULAR IRON IN RHEUMATOID 
Astuernis. J. B. Millard and H. Stuart Barber 

Sions of Agruerms. J. Kellgren and Frida 
Bier 

AMPRICAN RHEUMATISM ASSOCIATION PROCEEDINGS OF SECOND INTERIM 
SCTENTIFIC Session, 1955 
Issued quarterly ; annual subscription £2 2s single copy 

12s. 6d obtainable from the Publishing Manager, B.M.A. 


House, Tavistock Square, London, W.C.1 


British Journal of Preventive and Social Medicine.—The new 


issue (Vol. 10, No. 1) is now available. The contents include: 

Hrtonrs anp or Scorrisn J. A, Grant Keddie 

EMPLOYMENT OF TUBrRCULOUS PaTIENTS A. Barr 

VATIONS RELATED TO THE AETIOLOGY OF PLACENTA WITH 
Srectat REFERENCE TO THE INFLUENCE OF AGE AND Partry R. G 
Record 


INVESTIGATION OF ForTat 
G. Record and 


MoeTaurTy ASSOCIATED WITH PLACENTA PRAEVIA 
Thomas McKeown 


SeLection OF Miners: A Survey OF SCHOOL-LEAVERS IN 4 VILLAGE IN SoUTH 
Wates. I. T. T. Higgins, P. D. Oldham, A. J. Merrick, and M. I 
Dunsdon 

Social, Meprciwe Srupres Basep on Civitian Mepicat Boarp Recorps 
Prtysicat Occupational OF MEN witH HERNIA, 
Curvarure, anp Reeumatism. A. M. Stewart, J. W. Webb, 


and D. Hewitt 


Issued quarterly ; annual subscription £2 2s. ; single copy 
lls. 6d obtainable from the Publishing Manager, B.M.A 
House, Tavistock Square, London, W.C.1 
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SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures marked @ 
Application should be made first to the insutution concerned 


Monday, April 16 
MEDICAL 
ndoa 
Dr. Stewart 
PsycuiaTry.—5.30 p.m Dr 


Hypnosis.—At Medical 


Society THe STUDY OF 
Hypnosis in 


&8 pm. Mr V. B. Green-Armytage: 
Hypnosis in General Practice 

Stengel: lecture demon 
stration 


@Rovat Cotece OF SURGEONS OF ENGLAND.—S.15 p.m... Mr. Hedley J. B 
Atkins: Carcinoma of the Breast ; 6.30 p m., Sit Russecli Brock: Surgery 
of Some Congenital Heart Lesions 


Tuesday, April 17 


@Beirisn Psycwo-Anarytical Society 


DENTAL AND 
Society of Lo 
Gynaecology 

INSTITUTE OF 


At Friends House, Euston Road 


N.W., 8.30 p.m. Dr. D. W. Winnicott: Psycho-analysis and the Senx 
f Guilt 
Mepicat Society —At King George Hospital, 9 p.m.. Dr. W. 
Macdonald: General Practitioner and Health Education. Members of the 
Stratford Division, B.M.A., and all resident hospital officers are invited 
Royat Cottece oF SURGEONS OF ENGLAND.—S p.m., Hunterian Lecture by 
Professor W. J. W. Sharrard: Muscle Paralysis in Poliomyclitis 
@Rovat Cortese oF SurGeoNs or ENGLaND.—6.15 p.m., Professor W. W 


Mushin: Anaesthetic Emergencies 


Soutn West Lowpon Mepicat Society.—At Bolingbroke Hospital, 30 
p.m., Dr. C. Allan Birch: Hazards of Medical Procedure 

West Enp Hospitat POR NEUROLOGY AND pm 
Mr. J. Minton: Ocular Manifestations in Clinical Neurology (Part D 


Wednesday, April 18 

Hypnoruerary Grourp.—-At Royal Society 
Rifkin: Hypno-analysis of a Psychopath 

Western Tusrecutosis Societry.—At Aintree Hospital, 
5.30 p.m., Dr. E. L. Rubin: Hydatid Disease of the Lung 


of Medicine, 8 p.m., Dr. H 


Liverpoo! 


Royal InstiruTe oF Pustic HeaLtTH AND HYGIENE 33 pm. Dr 
Trail: Pulmonary Tuberculosis—a Changing Social Problem (illustrated) 

Thursday, April 19 

Berrisn INstTiTUTE oF p.m., Silvanus Thompson Memoria! 

ture by Professor G. de Hevesy: Application of Radioactive Tracers 

n Radiobiology 

Royat OF oF ENGLAND —3.45 p.m., Arnon Demonstra- 
tion by Miss J. Dobson: Curiosities of Natural History 

Westminster HosprraL Mepicat Scuoot Socrery At Meyer 
stein Theatre, 8 p.m., Mr. J. Jarche: People | Have Shot (illustrated) 

Friday, April 20 

FACULTY OF RADIOLOGISTS At Royal College of Surgeons of England 


445 pm., Radiotherapy Section Mecting Discussion: Caesium 137 

InstiruTs or Dtstasts oF THE p.m., clinical demonstration by 
Dr. F. P. Lee Lander 

Mepicat Socrery ror ree Cage oF THE ELDERLY At Royal Society of 
Medicine, 9.45 a.m., general mecting 

Royat CoLLece or SuRGEONS OF ENGLAND.—4 p.m., Moynihan Lecture by 
Professor Carl Semb (Oslo): Partial Resection of the Kidney 

St. Mary's Hosprrat Mepicat At Wright-Fieming  Institutc 
Theatre, 5 p.m., Mr. Leonard Colebrook: Story of Puerperal Fever 

Saturday, April 21 

Kent Paepiarric anD CHILD Sociery At Royal Star Hotel 
Maidstone, 3 p.m., annual general mecting 

Mepicat Society For THe Care or THe Royal Society of 


Medicine, 10 a.m., general mecting 


APPOINTMENTS 


Hargpisty, R. M., M D., M.R.C.P., Senior Lecturer (Clinical Pathologist), 
Welsh National School of Medicine 

Jounson, D.L., M.R.C.S., L.R.C.P., D.P.H., Medical Officer of Health 
to Municipal Boroughs of Penzance and St. Ives, Urban District of St. Just 
and the Rural District of West Penwith ; Medical Officer of Health Area 


No. 1, Cornwall County Council 
Myatr, Constance, M.B.. ChB. D.P.H.. D.ILH., Assistant Medica! 
Officer of Health and School Medical Officer, County Borough of 
Smethwick 
BIRTHS, MARRIAGES, AND DEATHS 
BIRTHS 
Ascill.—On March 28, 1956, at Bristol Maternity Hospital, to Shiclah 
Kendrick, wife of Dr. R. J. Ancill, a sccond son—Patrick Charlies 
Kendrick 
Binas.—-On March 27. 1956. at Kingsbury ae Hospital, London 
N.W.. to Mary, wife of T. B. Binns, M.R.C D.C.H., a daughter 


Ecob.—On March 29, 1956, at Manor House, Cola Norfolk, to Ano 
Ecob (formerly Griffiths), M.B., Ch.B., wife of Colin Ecob, M.B., Ch.B.. 


a son—Roger Colin 
Geddie.—On March 15, 1956, at Rubislaw Nursing Home, Aberdeen, to 
Margaret, wife of John M. Geddie, M.B., Ch.B., a son—David 
Holimas.-On March 31, 1956, at University College Hospital, London 


W.C., to Catharine and Arthur Hollman, a sister to Margaret and Susan 
—Anone Sheila 


Sharpey-Schafer.-On March 28, 1956, at St. Thomas's Hospital, London 
S.E., to Dr. Sheila Howarth, wife of Professor E. P. Sharpey-Schafer. 
a daughter 

DEATHS 

Beveridge.-On March 5, 1956, at 39, Roseangic, Dundee, Angus, Arthur 
James Spowart Beveridge, M.B., C.M., aged 90 

Bower.—On March 9, 1956, at 8, St. Leonards-on- 


Margaret's Road, St 

Sea, Sussex, Alexander Hay Bower, M.B., BS 

Bochanan.—On March 3, 1956, at the Royal Surrey County Hospital, 
David Young Buchanan, M.B., Ch.B 

Cockerell.—On March 2, 1956, in a nursing-home, Bessie Marion Cockere!! 
(formerly Gilford), M.B., B.S., of Letchworth, Herts, aged 83. 

Laker.—On March 3, 1956, at a London hospital, Alice Bowen Laker, 
MR.CS., LR.CP.. D.O.M.S., formerly of Ludhiana, Punjab, India 

Watt.—On March 7, 1956, at Springbank Cariton Lane, Rothwell, near 
Leeds, Yorks, George Gray Watt, L.R.C.P.&S.Ed, LR.F.PS., aged 46 
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Now 


OROVITE ELIXIR 


is available ! 


To restore metabolic balance when high doses 
of the vitamin B complex are needed 


The new uid form of Orovite — Orovite Elixir — has been prepared FORMULA 
Two tablets or one fl. oz. of Elixir contains : 
for children, the aged and for those who, for whatever reason, (e.g. seginents tnteidhinasiinaane ie “am 
nausea in early pregnancy), find the ingestion of tablets difficult. NICOTINAMIDE, BAP. “ 400 mg. 
Children appear to absorb vitamins from the gastro-intestinal tract 
with extreme facility so that parenteral injection is required only Note—One half fl. oz. of Elixir is 
rarely and in cases of severe illness. In other cases, tablets may be equivalent 10 ome Orovile tablet 
preferred and these are already being found of great value. PRICES 
TABLETS PLIxte 
INDICATIONS Pock Bosic Price Pock Basic Price 
infl to N.S. ' to 
1. To promote recovery after such infections as influenza, pneumonia, 25 Tablets 
enteritis and measles. 100 Tablers ot 
2. For severe debility following operation or illness. $00 Tablets 130’- : 
3. To promote psychological well-being in children and old people. 
4. For maintenance of a high vitamin intake after an initial course of 
injections oi Parentrovite. 
DOSAGE: oxovire e1ixi1r—t-3 teaspoonfuls, three times daily, preferably at breakfast, 
lunch and tea. It can be taken undiluted or with a little water. VITAMINS LIMITED 
OROVITE TARLETS—1-3 tablets daily. 
woTr—Zdn each case, the dose should be accompanied by two 100 mg. tablets of Ascorvel (vitamin C) (Dept A!) UPPER MALL. LONOON, w.é. 


APRIL 14, 1956 ANY OURSTIONS ? Britisn 


Ay). 
2 
/ 
| 
‘ 
2 . 
» 
23 


ADVERTISEMENT BRITISH MEDICAL JOURNAL 


APRIL 


Keen eye... steady hand 


To so many patients with Parkinsonism, ARTANE trihexyphenidyl 
can restore both the will and the abr/ity to face up to the 
“daily round”. This highly potent antispasmodic is quick to reduce 
tremor... to overcome mental inertia . . . and to decrease 
sialorrhoea, with little or no accompanying oral dryness. Moreover, 
ARTANE rarely gives rise to the blurred vision or mydriasis 
characteristic of atropine therapy. Relatively low in toxicity, ARTANE 
is suitable for the young and old—even for hypertensive, 


cardiac and nephritic subjects. 


ARTANE 


TRIHEXYPHENIDYL 


powerful antispasmodic with minimal side effects 
TABLETS ELIXIR 


2 mg. and 5 meg. 2 mg. per 5 ct. 
Botiles of 100 and 1,000. Bottles of 16 fl. oz. 
*Regd. Trade Mark 


LEDERLE LABORATORIES DIviston 


(yanamid PRODUCTS LTD. LONDON, W.C.2. 
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Any Questions ? 


Carbohydrate Metabolism after Head Injury 
Q.—How high can the blood sugar rise after head injury 


A.--A century ago Claude Bernard showed that in animals 
an injury involving the brain stem (pons and medulla) could 
give rise to hyperglycaemia and glycosuria. Experience 
suggests that in patients who do not immediately succumb 
to head injuries any resulting disturbance of carbohydrate 
metabolism is neither severe nor persistent. The metabolic 
disturbances occurring in 76 patients who were unconscious 
following head injury are discussed in two recent papers.’ * 
Eight of these showed no metabolic abnormality. Of 50 
patients with a transient disorder of metabolism, twelve 
showed a mild glycosuria without hyperglycaemia and one 
glycosuria and a blood sugar of 205 mg. per 100 m1.; it is 
possible that this last patient had unrecognized diabetes 
at the time of injury. Eighteen patients in the series had 
major metabolic disorders, but in only one of these was 
carbohydrate metabolism affected, the blood sugar at one 
estimation being 215 mg. per 100 ml. 


REFERENCES 


' Lewin. W.. British Medical Journal, 1953, 1, 1239 
Higgins, G., Lewin, W., O’Brien, J. R. P., and Taylor, W. H.. Lancet 
1954, 1, 61 


Fluorescein Test in Cancer Diagnosis 


Q.-A variety of sources state that a 5% solution of 
sodium fluorescein injected intravenously can be employed 
to differentiate malignant from non-malignant tissues by 
their behaviour on exposure subsequently to ultra-violet 
light. Is this procedure still employed, and is the chemical 
background to this discriminative affinity understood : 


A.—Sodium fluorescein, injected intravenously, is used in 
a few centres to assist in the diagnosis and location o! 
malignant tissues.'**** On exposure to ultra-violet radia- 
tion (3,650 A), a greenish fluorescence distinguishes those 
tissues in which the dye has concentrated. The test has 
given most consistent results in differentiating lesions of 
the central nervous system.'** Here the clinical use of the 
dye is said to be simple and accurate, particularly in locat- 
ing subcortical lesions and in differentiating infiltrating 
tumours from normal brain. In addition, the dye accumu- 
lates in areas of oedema, abscesses, and cortical areas asso- 
ciated with certain types of epilepsy. All these observa- 
tions can probably be related in part to disturbances of the 
blood-brain barrier.’ Further, the fluorescein test is said 
to have given promising results in cancer diagnosis in the 
eye* and skin.’ In certain other neoplasms sodium fluores- 
cein concentrates in an unpredictable way-——e.g., in car- 
cinomas of the stomach and of the colon and (more con- 
sistently) in mucous adenocarcinoma of the gastro-intestinal 
tract and the peritoneal implants of generalized carcinoma- 
tosis.’ 

The concentration of fluorescein in malignant tumours 
is not a unique quality of the dye itself, for large amounts 
of dve are found in areas of inflammation and necrosis un- 
related to malignant processes. The physico-chemical back- 
ground to these effects is not fully known. It appears 
that the observation of fluorescein in tumour tissues is a 
transient phenomenon. If observed at an interval after 
injection usually only necrotic areas of the tumours are 
fluorescent. It is suggested, therefore, that the relative 
stainina of the viable and non-viable portions of a tumour 
with fluorescein is a “ dose-duration” phenomenon rather 
than the result of any specific staining potentiality of either 
portion.’ The retention of fluorescein in some tumours 
seems to occur because of the more or less intense vascular- 
ization of the supporting or surrounding tissue, and the 
slowness of diffusion into and out of the poorly vascularized 
or necrotic areas.”** It is known that the fluorescence 
colour due to fluorescein changes rapidly afte~ death of 
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the cell and is pH-dependent,’ and it is possible that these 
factors, coupled with differences in the autofluorescence of 
different tissues and organs, complicate the application of 
this test in some tissues more than in others. It has been 
stated that the technique is a useful adjunct in diagnosis 
where the services of an anatomo-pathologist are not 
routinely and rapidly available.’ 
REFERENCES 

Hubbard, T. B., and Moore, G. E., J. Nat. Cancer Inst. 
Plichet, A., Presse Méd., 1951, 59, 688. 
Svien, H. J., and Beaumont-Johnson, 

Clinic, 1951, 26, 142. 
Vincentiis, M. de, Klin. Monatsbl. f. Augenheilk 
Piccoli, B., 1951, cf. ref. 4 
Shapiro, D. M., and Landing. B. H., Science, 1948, 108, 304 
Ellinger, Biol. Rev., 1940, 15, 323. 


1950, 10, 303 
A., Proc. Staff Meeting of Majo 


1953, 123, 317 


Hydrocortisone in Ulcerative Colitis 


Q.-What are the indications for the use of hydro- 
cortisone in ulcerative colitis? How is it given, and are 
there any dangers in its use? A patient has failed to respond 
to either cortisone or corticotrophin. 


A.— Though cortisone and corticotrophin have been used 
in the treatment of ulcerative colitis, there have been no 
published reports of any trial with hydrocortisone. The 
indications for the use of hydrocortisone may be presumed 
to be similar to those for cortisone,’ since these two drugs 
are similar in their action. As with cortisone, there may 
be danger of perforation if hydrocortisone is given to those 
patients in whom the large bowel has reached the stage 
of dilatation ; psychosis may also prove to be a danger. For 
systemic action hydrocortisone should be given by injection 
Prednisone dehydrocortisone) and prednisolone de- 
hydrohydrocortisone) are in tablet form for oral adminis- 
tration ; these drugs might be tried in doses of one-fifth the 
oral dose of cortisone, which for adults is 25 mg. four times 
daily. It is, however, unlikely that hydrocortisone will be 
effective if corticotrophin and cortisone have failed. 
REFERENCE 
J., British Medical Journal 


! Truelove, S. C., and Witts, L. 1955, 2, 1041 


Construction of Artificial Vagina 


Q.—What is the best procedure for the construction of 
an artificial vagina in a married woman with congenital 
absence of that organ? For how long would the patient 
he hosp.talized, and how soon could intercourse be allowed ? 


A. -The MclIndoe inlay operation is generally considered 
to be the only safe and satisfactory method for the con- 
struction of an artificial vagina. A cavity is made by blunt 
dissection and lined with a split-skin graft on a light acrylic 
mould. The patient normally wears the mould for six 
months, but it might be permissible to remove the mould 
for intercourse after approximately two months. Two or 
three weeks’ stay in hospital is required. 


Prognosis in Spontaneous Pneumothorax 


Q.—What is the prognosis in a young man of a small 
symptomless pneumothorax discovered on routine rad‘o- 
logical examination ? If it resolves completely and no serious 
underlying lesion is discovered, is there any reason to debar 
him from strenuous activities? Is the prognosis necessaril) 
any worse if the pneumothorax is complete and accom- 
panied temporarily by symptoms ? 

A.—The chances of recurrence after a single attack of 
spontaneous pneumothorax appear to be slight. Single 
attacks are probably a good deal commoner than would 
be suggested by the numbers in published papers, and the 
incidence of recurrence in these series is extremely small. It 
seems wise, therefore, to allow the patient, once the pneu- 
mothorax has resolved, to resume his normal life. If the 
pneumothorax does recur, the patient may then be treated 
so as to produce adhesion of the layers of the pleura (see 
“Any Questions ?", November 5, 1955, p. 1156). Even 
if the young man wishes to undertake strenuous activities, 
it seems best to allow him to do so rather than restrict his 
life because of the small risk that the pneumothorax may 
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recur The extent of the pneumothorax, provided the 
underlying lung seems normal, does not seem to affect the 
prognosis. There are, of course, exceptions to this general 
Statement—e.g., @ young man who developed a spontaneous 
pneumothorax in the Antarctic wished to return there for 
two years, and pleurodesis was carried out although he had 
had only a single attack 

Poliomyelitis Season in Western Europe 

Q.--Is the poliomyelitis season broadly the same for all 
Western European countries Do any of these countries 
consistently have a markedly higher or lower incidence of 
paralytic disease than the others 

A.-The comparison of poliomyelitis notification rates in 
different countries is complicated by differences in complete- 
ness of reporting and in the clinical standards used in classi- 
fying paralytic and non-paralytic forms of the disease. 
Broadly speaking, however, the epidemic season is the same 
in all the countries of Western Europe—a steep rise from 
June to a peak in September, followed by a sharp fall in 
the next three months. The experience of different countries 
differs considerably from year to year, but in the period 
1946-9, tor example, certain countries such as Switzerland 
and Sweden had consistently higher rates than others like 
France. The Swiss rates, averaging 16 cases of poliomyelitis 
(paralytic and non-paralytic combined) per 100,000 of the 
population, were roughly five times those of France. In the 
United Kingdom the rates averaged around 9 per 100,000, 
but there were smaller communities such as Iceland where 
the notification rates were as much as 30 times those in 
Switzerland. 

The risk of foreign travel is difficult to assess. The year- 
to-year fluctuations in incidence are such that stability in 
these relative rates of reported infection cannot be assumed 
Again, the high attack rates in Scandinavia, for example, 
would not necessarily apply to visitors coming from coun- 
tries like the United Kingdom where the immunity levels 
may differ widely from those of the native populations. 
General Irritability after First Prophylactic Inoculation 

Q.—Following the first injection of a diphtheria-tetanus 
pertussis (triple) prophylactic in a child of 10 months, there 
was a general reaction, lasting 24 hours, consisting of fever, 
extreme irritability (frequent crying, disturbed sleep, ap- 
parent pain or tenderness on being handled), and impaired 
appetite. Is this reaction likely to be repeated after the nex: 
injection Is it possible for sensitivity to develop following 
the first injection so that the reaction to a second might be 
more severe ? 

A,--Although a small percentage of babies may be un- 
duly quiet and sleepy after an injection of diphtheria- 
pertussis or diphtheria-tetanus—pertussis (triple) prophylactic, 
cases of the reverse condition—i.e., excessive irritability, with 
frequent crying and pain or tenderness on handling, lasting 
for a period up to 24 hours—-have also been reported, but 
are rare 

The cause of the trouble is uncertain. A general reaction 
of this type is probably mainly associated with prophylactics 
containing pertussis vaccine, whether combined or other- 
wise; but prolonged crying also occurs sometimes after 
diphtheria—tetanus and other “ pertussis-free * prophylactics 
A number of factors are doubtless involved, including the 
site and depth of the injection, the coexistence of teething 
troubles, the very rare leakage of prophylactic from the 
inoculation area into a small vein, an allergic diathesis, and. 
of course, the child's general health and upbringing 

As the aetiology in the present case is so doubtful, the 
two queries cannot be answered with any confidence. In 
a number of children the second injection would not be 
associated with similar symptoms. Secondly, in the in- 
dividual case, some degree of sensitization is possible but 
unusual in early life. In view of the child’s history of a 
distressing general reaction the use of a small “ detector 
dose “—say, 0.1 ml. 24 hours before the full second dose— 
is indicated as a precautionary measure. Presumably post- 
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ponement of injections for a few weeks has also been con 
sidered In the event of further trouble single antigens 
should probably be used, beginning with small amounts to 
test tolerance. Antihistaminic and sedative drugs in appro 
priate doses are sometimes helpful in alleviating symptoms 


NOTES AND COMMENTS 


Hygiene for Barbers’ Shops.—Mr. P. A. Lincotx, M.S 
(Technical Manager, Milton Industrial Chemicals Ltd., London, 
W.1), writes: In “ Any Questions ? ” (February 18, p. 411) refer- 
ence is made to a recent paper by the writer’ concerning the use 
of a quaternary ammonium compound for the disinfection of 
barbers’ instruments. The comment is made that the composition 
of the preparation used was not fully disclosed, and in this 
connexion we would suggest that more information was provided 
in this respect than is customary with proprietary preparations 
The nature, the source, and the concentration of the quaternary 
ammonium compound were disclosed. True, no reference was 
made to the halide ion associated with the quaternary ammonium 
compound, but this in no way influences the bacteriological results 
obtained 

In view of the fact that the paper in question did not repor 
any of the tests carried out on fungi, it may be of interest here 
to record the results on Microsporum audouini. Method: Agc 
of culture used, two weeks. Inoculum, spores from five colonics 
emulsified in 10 ml. Ringer. 1 ml. of this suspension added to 
quaternary ammonium compound. Quaternary ammonium com- 
pound, 250, 2,000, and 10,000 p.p.m.; 10-ml. quantities 
Neutralizer, 9 ml. of 5% “ lubrol W.” 1 mil. of the mixture of 
spore suspension and quaternary ammonium compound added 

Control, 10 ml. sterile distilled water. Contact 
times, 2, 5, and 10 minutes. Medium, 10 ml. Sabouraud’s agar 
Incubation at room temperature for 14 days 


to neutralizer 


Results 


Dilution of Compound under Test 


Control Time 250 2.000 10.000 
| p.p.m p.p.m p.p.m. 
| 2 minutes | + | + - 

Sminutes | + 


| 10 minutes + 


( Growth No growth.) 

Since 2,000 p.p.m. of “ deosol * was recommended for a prolonged 
contact time or higher concentrations for shorter periods of time 
it is clear that the recommendations made are adequate for the 
control of Microsporum audouini. 

Your contributor, referring to the work of Barnes, Smith, and 
Siacy,’ indicates that two quaternary ammonium compounds were 
employed by these workers, whereas in fact they examined two 
proprietary materials which were commercial forms of the same 
quaternary ammonium compound, and hence the results are 
virtually those on a single quaternary ammonium compound 


obtained in duplicate 
REFERENCES 


Lincoln, P. A., Sanitarian, 1955, 64, 4 
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1949, 49, 147 


Corrections.—In the last paragraph of Dr. M. S. Pathy’s letter 
(Journal, April 7, p. 803) the words “ 50% glucose causes 
an undeniable rise of the osmotic pressure should hav 
read “* 50% glucose causes an undesirable rise of the osmotic 
pressure.” 

In the leading article on “ Pulmonary Function in Pneumo- 
coniosis ” in last week's Journal (p. 790) we should have made 
it clear that J. C. Gilson and P. Hugh-Jones were the first to use 
carbon monoxide as a clinical test of the absorption of gases in 
the lungs. Marie Krogh described the experimental use of the 
test in the Journal of Physiology in 1915 (vol. 49, p. 270). 
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Every member is asked to keep this Supplement and that of April 7, which contain matters referred to Divisions 
until the subjects have been discussed by his Division. 


APPENDIX VI 


MEDICAL PARTICIPATION IN THE CONTROL AND 
MANAGEMENT OF HOSPITALS 


Memorandum of Evidence by the Scottish Committee of 
the British Medical Association 


1. Soon after the inauguration of the National Health 
Service the medical profession in Scotland recognized that 
the new arrangements for managing hospitals might, without 
conscious design or intention, radically alter a_ long- 
established system of administration which they believed to 
be well suited to the needs of Scottish hospitals. We 
therefore welcome the decision of the Standing Advisory 
Committee on Hospital and Specialist Services to study the 
question of medical participation in the administration of 
Scottish hospitals and the opportunity of submitting evidence 
to the Subcommittee they have appointed for this purpose. 

2. Before turning to the two particular aspects of the 
Subcommittee’s remit, we wish to draw attention to certain 
general considerations which we believe must form the basis 
of intelligent and constructive thinking, not only in relation 
to these aspects but also to the general question of the place 
of the doctor in hospital administration. Unless these 
considerations are steadily borne in mind it is all too easy 
to succumb to the tendency, plainly discernible in much 
that has been written and said on the subject, to argue 
solely on grounds of particular, personal, and often very 
limited experience. Conclusions of a kind can, of course, 
be reached simply by balancing the weight and force of 
opposing prejudiced opinions, but they are much less likely 
to be valid than those arrived at by logical deduction from 
sound, acceptable propositions. 

3. The kind of consideration we have in mind is illus- 
trated by the following extracts from the evidence which 
we submitted to the Guillebaud Committee: 

“3. We should like, however, here to point out what may be 
fairly obvious but is perhaps not fully appreciated in some 
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quarters—namely, that an enterprise such as the Health Service 
differs essentially from a business undertaking in that, while its 
expenses are readily ascertainable, its ‘ profits,’ which are in effect 
the improved mental and physical health of the community, are 
neither necessarily nor immediately assessable in monetary terms 
If steps designed to increase efficiency and achieve economy in 
the medical services of the nation are to have their full effect they 
must at all times take account of the essential nature of these 
services; attempts to organize and administer health services as 
though Medicine were nothing more than a skilled technological 
procedure will in the long run harm rather than benefit the 
community.” . 

“ir. a concluding these preliminary general observations, we 
feel constrained to draw attention to the danger that things might 
be done in the name of efficiency or economy which could in 
time endanger something of fundamental importance—namely, 
the professional freedom of the doctor. Society benefits from 
the fact that the relationship between patient and doctor is a 
personal and confidential one and anything which disturbed this 
relationship would ultimately be to the detriment of us all. The 
widespread tendency, which we cannot too strongly deplore, to 
conceive of Medicine as a sort of applied technology is in our 
view threatening this fundamental relationship between doctor 
and patient.” 

ee FS incontrovertible that, in a nationally organized medi- 
cal service, or, indeed, any medical service, the medical profession 
must hold the key position. Without doctors there could be no 
medical service of any kind. The very raison d’étre of the Health 
Service is to make available to the community the professional 
services of medically trained and skilled persons. It appears to 
us a self-evident corollary to this proposition that the special 
knowledge and experience of such persons should be available to 
the administration, not just occasionally and on request, but 
continuously and in all phases of administration. Their advice 
and guidance are of value not only in the devising of schemes, 
but likewise in the subsequent management of them. In relation 
to questions of development they are of especial, indeed unique, 
value, since it is only on a basis of professional knowledge and 
experience that the trends of medica! thinking and development 
can be properly evaluated. Even in the sphere of routine day- 
to-day management doctors as such have a contribution to make. 

“34. To summarize our views on this issue we would say that, 
in the collective medical provision which is the Hea!th Service, 
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at the doctors collectively who must play the major role 1 its 
iwement and conduct if it is to realize its full potentialities 


4. it will be seen that the propositions it is sought to 
establish are (1) that the primary and essential purpose of 
the Health Service is to bring within the reach of all the 
ervices of doctors and the hospitals and to ensure that 
these doctors shall have available to them, to the greatest 
practicable extent, the manifold of modern 
medicine, and (2) that the test of any managerial system 
must be its effectiveness in furthering this purpose. 


resources 


The Employment of Medical Superintendents 


5S. As we have said, the profession in Scotland 
concerned at an early stage in the National Health Service 
over the possible consequences of the changes in hospital 
administration. In particular, this concern related to the 
position of Medical Superintendents under the new arrange 
ments At that time the Consultants and Specialists 
Committee (Scotland), which was set up under the auspices 
of the British Medical Association to represent medical 
staffs in Scottish hospitals, appointed a subcommittee to 
and report on this matter. We have now 
reconsidered the report of this subcommittee, which was 
unanimously approved by the parent Committee in April. 
1949, and have decided to submit it as an appendix to this 
Memorandum, because we consider that the views it expres 
ses remain entirely valid in the light of experience during 
the intervening vears. (See Sub-appendix.) 

6. While we do not wish to retract or modify any of the 
arguments or views expressed in this 1949 report, we think 
it might be helpful to draw attention to those of them which 
more recent experience suggests are particularly important, 
and in doing so to make appropriate reference to views 
which have been expressed in other reports on this subject 

7. It has been increasingly apparent to us that our 
colleagues in the South—-more especially perhaps in London 

hold strong and decidedly different views from ours on 
the value of medical superintendents and that they remain 
firmly attached to the “ parallel * system. In view of this, 
we think it worth while to point out, in expansion of what is 
said in the 1949 Report under the heading of “ Historical,” 
that the historical development of the older London teach- 
ing hospitals, on which the others are modelled, is quite 
different from that of their counterparts in Scotland. Origin- 
ally religious foundations, they have developed into hospitals 
in the modern sense by evolution of what began as the sub- 
sidiary vocation of tending the sick and needy. It is thus 
hardly surprising that their system of management should 
reflect these origins, and it is surely not entirely fanciful to 
see in the House Governor of the English teaching hospital 
the lineal descendant of the Abbot. 

8. The 1949 Report examines and rejects the stock 
argument of those opposed to the superintendent system, 
that medical education and experience are neither necessary 
nor suitable training for modern hospital administration. 
It does not, however, seek to controvert the reverse side of 
this argument—namely, that the system results in a net loss 
of clinical manpower. Indeed, the final paragraph of the 
Report implicitly accepts this view, and contends only that 
any loss of this kind is more than compensated by increased 
efficiency in the administration. Further consideration has 
now led us to the conclusion that in fact the system may 
well and is even likely to lead to saving in the time spent 
by hospital staffs on administrative duties. 

9. The Committee appointed by the Central Health 
Services Council for England and Wales to consider the 
Internal Administration of Hospitals (Bradbeer Committec) 
quote in their Report as axiomatic the advice of the Ministry 
of Health that “ the objective of Boards should be to reduce 
to a minimum the time given by medical staff to administra- 
tive duties and to enable them to devote their energies to 
clinical work in their appropriate grade.” Yet their 
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deliberations lead them to conclude that the “content ot 
medical administration,” for which at least the advice of 
the medically qualified is necessary, Is both important and 
considerable. Fifteen different items are listed as being 
included in it (para. 61 of the Bradbeer Report). It is 
interesting to note that these are nearly identical with the 
items of a similar list in paragraph 18 of the 1952 Annual 
Report of the Scottish Health Services Council. The differ- 
ence is that, whereas in the latter report the items are 
regarded as summarizing “the duties of an administrative 
medical superintendent,” the: Bradbeer Committee propose 
that the carrying out of these duties should be the function 
of medical staff committees, supplemented in the case of 
large hospitals or groups by the part-time administrative 
services of one of the hospital consultants appointed for the 
purpose, who in turn should be assisted by “one or more 
relatively junior medical officers to carry out on his behalf 
a good deal of the routine day-to-day work.” It seems 
to us at least probable that in the aggregate “ the time given 
by medical staff to administrative duties * will be more under 
such an arrangement than under a system in which the 
medical staff committee fulfils an essentially advisory 
function on matters of general hospital policy and develop- 
ment and the executive, supervisory, and more strictly 
administrative duties are left to someone who can devote 
his whole time and attention to them. 


The Functions of Medical Superintendents 


10. We appreciate that in considering their remit the 
Subcommittee will wish to have in some detail a description 
of the duties to be undertaken by a medical superintendent 
At the same time we think it should be made clear that, in 
our conception of it, the appointment of medical super- 
intendent is not one in which it is necessary, desirable, or 
even possible to codify or embody in a sort of “ Standing 
Orders” form the duties and functions which attach to it 
What is desirable and necessary, it seems to us, is to try to 


arrive at a clear conception of the role assigned to the 
medical superintendent in this system of hospital 
management. 

11. Essentially the role is an executive one, and the 


medical superintendent should be regarded as the chief 
executive official of the management board. As such it is 
his responsibility to work out the plans and devise the 
schemes to give effect to the policy decisions of the board, to 
see that they are put into operation and to supervise their 
working. He cannot efficiently fulfil this role as a passive 
agent of the board, but must also have an advisory role 
in which, from his experience as a doctor and an adminis- 
trator, he will advise the board on what can and should 
be done to maintain and improve the service provided by 
their hospitals. In turn, to discharge this function properly 
he must make it his business to work at all times in close 
touch and harmony with his clinical colleagues on the 
hospital staff, whose views and needs he will help to interpret 
to the board and to whom he will expound and explain 
the administrative view. This might be described as an 
interpretive and co-ordinating role. Finally, there is the 
role in which he is responsible for fostering and maintaining 
good relations between the hospital or group and outside 
bodies and individuals, both medical and lay. In this 
connexion we should perhaps nowadays specifically mention 
relations with the Press. Our information is that by and 
large there has been less difficulty in this field in Scotland 
than south of the border, and we consider that this may at 
least in part be due to the existence of medical superinten- 
dents, who have been regarded, by both the Press and the 
profession, as the obvious and natural representatives of the 
hospitals, to undertake this aspect of public relations. 

12. We consider that, taken in conjunction with what is 
said in the two preceding paragraphs, paragraph 18 of the 
Annual Report of the S.H.S.C. for 1952 constitutes a 
comprehensive description of the functions of a medical 
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Angina Pectoris 


In ‘Pentoxylon’ the tranquillizing, bradycardic influence of 


*Rauwiloid’ brand alkaloid hydrochlorides of Rauwolfia serpentina 
is allied to the prolonged vasodilating effect of pentaerythrityl tetra- 
nitrate. This new combined therapy represents an important advance 
in the long term treatment of angina pectoris. 

Although some patients will still occasionally require glyceryl 
trinitrate, in many others *Pentoxylon’ will provide complete relief 
from anginal attacks. It will also bring: ‘‘gratifving reduction of 
anxiety and relief of apprehension ...”’ 

North-West Med. (1955) 54: 34 
Dose: 1 tablet four times a day, before meals, increased later 


if necessary. 


*Pentoxylon’ is available in tablets, each containing 
1 mg. of ‘Rauwiloid’ and 10 mg. of pentaerythrity! 
tetranitrate, available in bottles of 25, 100 and 500, 


*RAUWILOID’ and 
*PENTOXYLON’ are registered trademarks 
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Medical Doggerel 


You've asked my opinion of Guinness, 


] And herewith I make haste to repl) 


If it weren't for Guinness twice daily, 


I'd willingly curl up and die. 


It gives you that * jore de vivre’ feeling 


And engenders a feeling of might, 


In 1¢ ate It adds to the length of one’s tee-shots 


And makes one feel merry and bright. 


. } 7 / 4 
... Delrosa Rose Hip Syrup provides Vitamin C in When a patient gets dull or lethargu 
a convenient form. It is readily tolerated by babies, And complains of his frequent illnesses, 


and children of all ages find it extremely palatable. | 1 reply with a smile quite seraphi 


Delrosa is made from rose-hips, the richest source of , ' ’ 
: What you need is plenty of Guinness’s. 
Natural Vitamin C and contains nearly three times 5 
as much Vitamin C as Blackcurrant Syrup B.P.C. 
and three times as much as Fresh Orange Juice. When later they come back all happy, 


ae With never a question or doubt, 
Every fluid ounce of Delrosa contains 57 mgms. of Vitamin C, 
| * Your advice was as good as *twas snappy 
What wonderful stuff is this stout.” 

We shall be pleased to send a full size J iff 


bottle for clinical trial, on request. 


Guinness. The above contained in a letter 


addressed to Guinness by one of them, ts 


published by kind permission. 


| Doctors, too, enjoy writing verse about 
| 
| 
| 


« 
K ulnhess is good for you 


ROSE HIP SYRUP 


SOOTT & TURNER, ANDREWS HOUSE, NEW ASTLE-UPON-TYNE, 
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superintendent This paragraph, which 
convenience ol reference, reads as follows: 


we quote for 


18. The duties of an administrative medical superintendent are 
summarized as follows: 


(i) Advice to the board about the most effective 
resources of the hospital—e 
to new 


use of the 
g., allocation of financial resources 
clinical departments, 
nursing staff, etc 
(1) General supervision of the junior medical staff, nursing 
staff. pharmacy and medical auxiliaries ; 
(1) Supervision of admission policy to ensure 


developments in 
medical o1 


allocation of 


in the hight 
of the functions of the hospitals, the most effective use of beds 

(iv) Supervision and organization of the out-patient depart 
ment 

(v) Co-ordination of the work of specialists in the hospital 

(vi) Advice to the board on hospital planning, furnishings, 
and equipment 

(vii) Responsibility for the medical records department 

(viii) Liaison with (a) general practitioners and (+) medical 
officers of health in the area to ensure co-ordination of hospi- 
tal facilities with general practice and local authority services. 

(ix) Provision of the facilities for clinical teaching. 

(x) Fostering the public relations of the hospital (this is 
quite ditferent from the normal relationship between the patient 
or his friends and the clinician) 


(Where the word “hospital”’ is used, it should be read as 


“group” in cases whcre there is a group medical superinten- 
dent.”) 
Recruitment of Medical Superintendents 
13. From what has been said it will be evident that, as 


we conceive it, the post of medical superintendent is no 
sinecure and can be successfully held only by those who, in 
addition to the training, experience, and vocational sense 
which go to make a good doctor, possess the qualities and 
capacities that make a good administrator, such as tact, 
imagination, and the gift of exposition. As the 1949 Report 
pointed out, the discipline of a medical education itself 
compares favourably with many others as a preparation for 
the responsibilities of an administrative career, and we are 
fully satisfied that the profession can easily furnish enough 
recruits who match up to the requirements. They will not, 
however. come forward in sufficient numbers unless the 
prospective rewards compare reasonably with those 
attainable in other medical careers open to them. Under 
present arrangements the maximum salary attainable as an 
administrative medical superintendent in Scotland is £850 
less than the maximum of the basic consultant scale and 
no less than £3,050 below the attainable maximum of a 
whole-time consultant. It is scarely necessary to point out 
that high quality recruitment cannot be sustained in such 
circumstances. 

14. Those who discover in themselves a bent for and are 
attracted towards medical administration will, we think, be 
found in all branches of the profession. Moreover, this 
realization will not occur at any particular stage in a medical 
career. For this reason we would be against any attempt 
to prescribe, except in the broadest terms, the experience 
required of applicants for superintendent appointments. 
Too early application should be discouraged, for two 
reasons. Firstly, though we do not subscribe to the view 
that “the medical administrator must be a consultant in 
active clinical practice” (Bradbeer Report, para. 72), we 
regard it as important that he should have had the personal 
experience of clinical practice necessary to enable him to 
appreciate and understand the problems and point of view 
of his clinical colleagues. Secondly, the responsibilities and 
authority of the appointment, even as a deputy, are such 
that it is unwise to entrust them to relatively junior and 
inexperienced doctors, however well qualified they may 
otherwise be. It would be reasonable, we think, to require a 
minimum of five years’ postgraduate experience. 


Training of Medical Superintendents 
There are two elements in a method of training for 
that of experience or apprenticeship, and that 
In the present context we regard 


15. 
any vocation 
of systematic instruction. 


Appir 14 1044 ARTAITTITAT 


ANNUAL REPORT OF COUNCIL 


SUPPLEMENT fo THE 
BrrrisHh Mepicat JouRNAL 


187 
the former as much the more important. We consider it 
neither necessary nor desirable that there should be a 
prescribed scheme of training leading to a diploma or 
qualification in medical administration. Any such arrange- 
ment would be inconsistent with our conception of 
recruitment from relatively senior doctors of experience and 
standing. In practice it would prevent the recruitment to 
hospital administration of many well-qualified medical 
administrators, who, because of their seniority and 
experience, would be unwilling to undergo what they would 
quite rightly regard as an unnecessary and time-wasting 
course; at the same time it would probably encourage 
premature decisions to embark on an administrative career. 

16. This view is not to be construed as meaning that we 
are in any way opposed to the systematic study of medical 
and hospital administration. On the contrary, we consider 
that there is definitely room for development in this field, 
particularly in Scotland. We are not in a position to offer 
any specific suggestions, but are satisfied that it would be 
most helpful if there could be one or two centres at which 
the principles and practice of medical administration in 
hospitals could be studied and at which regular courses of 
instruction, on lines similar to postgraduate clinical courses, 
were instituted. It would be for consideration under what 
aegis Such projects should most appropriately be undertaken, 
but obvious possibilities would be the postgraduate boards 
and the Public Health departments of universities. 


Medical Staff Committees, Constitution and Functions 


17. Before the National Health Service the permanent 
medical staff in most hospitals had by voluntary association 
established some kind of representative organization. In 
form and constitution these medical staff committees, as they 
were commonly designated, varied considerably, according 
to the size and nature of the hospital, and they naturally 
varied in activity and influence in the hospital. Generally 
speaking, however, they had for long been recognized as a 
valuable and important feature of the hospital management, 
since they provided a readily available means of ascertaining 
the collective views of the medical staff on all aspects of 
the hospital's affairs which affected them. 

18. Two features of the new administrative scheme have, 
we think, combined to disturb the working of these 
committees and to alter the attitude of the medical staff 
towards them. These are the regionalization of the hospital 
and specialist services and the grouping of hospitals for 
administration purposes. The response of the profession to 
the first was to form regional consultants and specialists 
committees, designed to represent the hospital staffs through- 
out the region. Since the Regional Boards are the bodies 
with whom the senior medical staff are in contract and on 
whom lies the duty of maintaining and developing the 
hospital and specialist services, this step was natural, proper, 
and necessary. In fact, it can be regarded as the application 
of what practically amounts to a principle of staff represen- 
tative organization—namely, that to be effective it must 
conform to the administrative pattern of the enterprise 
concerned. Unfortunately it seems in many cases to have 
created the impression in the minds of the hospital staff that 
representative committees at hospital or group level are now 
largely redundant and rather pointless. Furthermore, it is 
clear that a good many lay members of management boards 
share this view, contending that adequate medical opinion 
on their problems can be obtained from their superintendents 
and from the medical members on the boards. 

19. We consider that both these views are ill-founded. 
The first ignores the fact that of the business formerly 
undertaken by hospital staff committees there remains much 
which is either really inappropriate to a regional committee 
or can be handled efficiently by such a committee only with 
the help of local collective advice. With regard to the second 
view, it seems to us no less important for Boards of Manage- 
ment than it is for Regional Boards and the Central 
Department to have available the means of consulting 


—— 
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and ascertaining the collective views of the doctors con 
cerned on such matters as form the content of medical 
administration However carefully selected, the medical 


members of boards cannot always be in a position to assess 
these views accurately. Moreover, they are appointed to 
boards as individuals and not in any representative capacity 

20. To sum up, we believe that the role or function of 
the medical staff committee 1s to provide standing arrange 
ments for ascertaining and the hospital 
authority the collective views of the hospital medical staff 
on all matters pertaining to their work in the hospital and 
specialist service. In the smooth and efficient 
ind development of this service, every encourage- 
the establishment of effective 
relation to all three levels of 


expressing to 


interests of 
running 
ment should be 
medical staff 
hospital administration 

21 Because of the 


given to 


committees mn 


conditions in the different 
hospital groups it would be possible to devise any 
standard or model constitution for these committees. We 
do not, however, consider this disability to be of any great 
moment. The important point is that there should be for 
each hospital group a committee so constituted that it can 
confidently be recognized by the management board and by 
the staff themselves as representing the whole medical staff 
of the group. For this the committee should be 
elected by a procedure determined by the staff themselves. 
The electorate should be similarly determined, but it should 
be a requirement that it include all permanent members 
of the medical staff. On balance, we consider that normally 
all members of the medical staff should be entitled to vote 
The constitution should also provide for representation of 
general practitioners and public health medical officers. 

22. In the past, the relationship between medical super- 
intendents and hospital staff committees varied considerably. 
In some cases the superintendent acted as secretary of the 
committee, in others he took the view that any close 
association with the staff committee was inconsistent with 
his position as an executive official of the board This 
last attitude we regard as inconsistent with our view both 
of the superintendent's role and of the place of the staff 
committee in hospital management. Here again we consider 
that this is a matter to be determined in the light of local 
considerations and circumstances. The end to be fostered, 
however, is the closest co-operation and harmony between 
all concerned in managing the hospitals in which they serve 


varying 
not 


reason 


CONSULTANTS AND 
(SCOTLAND) 


SUB-APPENDIX: CENTRAL 

SPECIALISTS COMMITTEE 

Report of Subcommittee on the Position of Medical 
Superintendents in the National Health Service 


1. We were appointed as a Subcommittee to investigate 
and report on the position of medical superintendents in the 
National Health Service. 

We have interpreted our remit as requiring us to consider 
broadly the position of the medical superintendent in the 
hospital organization of Scotland and the possible effect 
on this of the impact of the National Health Service. We 
have held two meetings, and have considered a number of 
documents, including the Department of Health's Memoran- 
dum on Administrative Staffs of Boards of Management 
(R.H.B. (S) (48)8); comments on this by Dr. A. D. Briggs, 
medical superintendent of Stobhill Hospital ; a letter from 
Dr. Alexander Smith, medical superintendent of Stonehouse 
Orthopaedic Hospital, to Dr. Milloy, Hon. Secretary of the 
Medical Superintendents’ Society; and the report of a 
meeting on November 12, 1948, between representatives of 
the Medical Superintendents’ Society (Scottish Branch), the 
Scottish Negotiating Committee, and the Department of 
Health for Scotland. 

2. We decided to consider, first, the position of the purely 
administrative superintendent and thereafter that of the 
physician-superintendent with both clinical and administra- 
tive functions. It was felt that the real issues upon which 
decisions must be reached if a definite policy on hospital 
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administration is to be followed are, firstly, whether it ts 
important that the chief administrative officer of a hospital 
should have a medical training and background experience, 
and, secondly, assuming an affirmative answer to this, what 
should be the standing of such a functionary in relation to 
other members of the medical profession 


Historical 

3. Decisions on matters of this kind should not be taken 
without consideration of their historical background. Whilst 
it is illogical to accept traditional methods as necessarily the 
best, it is equally so to assume that they are not. A broad 
survey of the development of hospital management in this 
country shows that two systems have evolved. They are 
sometimes referred to as the parallel and the hierarchical 
In the former the management body has a lay executive 
functionary and obtains its technical advice from a medical 
committee. In the latter the executive functionary is a 
medical man and consequently qualified also as a technical 
adviser. Naturally, these two systems in practice are not 
always rigidly followed, but they do in general represent two 
different concepts of managerial structure. 

4. Whilst both of these systems or modifications of 
them have developed side by side in England and Wales, 
it is true to say that in Scotland the larger voluntary 
hospitals have, with few exceptions, adopted the hierarchical 
system. The great teaching infirmaries from their foundation 
in the eighteenth and nineteenth centuries have employed a 
medically qualified person to superintend, on behalf of the 
managing body, the day-to-day running of the institution 
Indeed, it was at the instigation and on the initiative of 
medical men that most of them were founded. Following 
the taking over under the 1929 Local Government Act of 
the old Poor Law institutions, the medical superintendent 
system was universally adopted. Until quite recently the 
rightness of this system has not been questioned in Scotland 
In making appointments to these posts the management body, 
whether of voluntary or municipal hospitals, chose a 
medically qualified person who, either through apprentice- 
ship in the Local Authority service or in other ways, had 
added administrative experience to his basic medical training 
and qualifications. 


Medical Versus Lay Administration 


5. Those who advocate the parallel of lay system of 
hospital administration rely basically on the argument that 


years of medical education are wasted when a doctor is 
appointed to an administrative post. Even in relation to 
non-medical administration this view is at least open to 


question. It could be argued with justice that the discipline 
of medical education, involving as it does the development 
of diagnostic reasoning, therapeutic decision, and the 
understanding of human relationships, compares favourably 
with many others as a preparation for responsibilities of 
many kinds, not least those of a political and administrative 
nature. In relation to administration of an essentially 
medical enterprise the argument cannot be accepted. Its 
appeal probably derives from the complexity of the large 
modern hospital and of its management, which have tended 
to obscure its primary purpose as an institution for providing 
treatment for the sick and the maimed. - As we have seen, 
in earlier days when this purpose was manifest no one seems 
to have doubted that a medical qualification was a sine qua 
non in the individual who was to superintend the work of 
the hospital. 

6. It may be and is, in fact, argued that it is possible by 
Suitably designed courses of training in hospital admini- 
Stration to inculcate the amount of medical understanding 
necessary for this purpose. Bearing in mind the essentially 
medical nature of most of the important problems of hospital 
administration it is difficult to believe that this can really 
be achieved. In the running of any major hospital purely 
medical problems must frequently arise which involve 
decisions that can properly be taken only by a qualified 
medical man. Examples include decisions as to admission 
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and discharge of patients, the distribution of patients 
between different parts of the hospital, the holding of a 
balance between competing claims of members of the 
hospital staff on medical matters and matters concerned with 
medical equipment. We believe that this consideration 
applies not only to the physician-superintendent but also to 
the purely administrative medical superintendent, and it 
appears to us to be incontrovertible that such day-to-day 
decisions would require the authority of the executive head 
of the hospital. 

7. The preservation of the traditionally Scottish system 
is sometimes assailed on the ground that many ef the present 
medical superintendents lack the necessary administrative 
training and experience. Even if this argument were 
admissible, which it is not, it could equally be applied to 
the lay secretaries now being appointed. It is, however. 
wrong in a matter of policy decision like this to argue on 
such lines. What is needed is not to judge on the basis that 
the sfatus quo is unalterable, but rather to envisage the 
desirable with due regard to the possible. It is clearly 
possible for the administrators of the National Health 
Service to determine as a matter of policy that the chiet 
executive officer of a hospital or group of hospitals shall 
or shall not be medically qualified, and to initiate the steps 
necessary to ensure that there shall in due course be available 
personnel of the type required. 

8. We accept entirely the necessity for the service of a 
lay secretary, suitably trained in administration, for the 
purpose of dealing with book-keeping, accountancy, stores, 
and similar aspects of non-medical management. In our 
considered view, however, such service should always be 
regarded as ancillary to the purpose of institutions which 
are manifestly designed for the treatment of sick people. 
We have therefore come to the firm conclusion that the 
medical superintendent ought to be the chief executive 
officer of the hospital or group of hospitals. In other words, 
we are Satisfied that the balance of argument is strongly in 
favour of the continuance of the traditional Scottish system, 
and are convinced that to develop and encourage it is the 
policy of choice 


Proposed System—The Department’s Policy 

9. Having reached the above conclusions we were obliged 
to recognize that the present proposals of the Department 
of Health (R.H.B. (S) (48)8), which envisage bipartite 
control with a medical superintendent and a lay secretary 
of equal status, would be quite inconsistent with these 
conclusions. The Department itself recognizes (para. 7 of 
the Memorandum) that the duality of control which it 
proposes “has its own risks.” In our opinion these risks 
far outweigh such advantages as the Department seems to 
consider might accrue from this compromise system. We 
take no exception to “ stewards and supply officers, engineers 
in charge of works services, catering officers, and officers in 
charge of accounts” being responsible primarily to the 
secretary, but we consider that, as the duties of these officers 
are essentially ancillary to the main purpose of the hospital, 
this responsibility should properly be regarded as delegated 
to him by the medical superintendent. A perfectly relevant 
example would be that of the stoker in the heating plant, 
who ensures the provision of a service in the hospital which, 
although remote, is almost as essential to the welfare and 
treatment of the patients as that of the nursing staff. 

10. It is evident that if, as is now proposed by the 
Government, the scales of remuneration for medical super- 
intendents and lay secretaries are to be the same, there will 
be little incentive for doctors to take up medical administra- 
tive work, and the supply of medical superintendents will 
steadily diminish. It seems necessary to take this view, even 
though the Department of Health recognizes in paragraph 
12 of its Memorandum the desirability of providing facilities 
for the training of medical superintendents. If a supply 
of medical superintendents is to remain available two 
conditions must be satisfied: first, the establishment of a 
satisfactory salary scale for medical superintendents, 
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materially in excess of that applicable to lay secretaries, and, 
second, provision for training. This latter provision would 
of necessity require the creation, where applicable, of 
appointments as deputy medical superintendents, and would 
also require the institution by medical schools of courses of 
training in medical administration. We consider that this 
provision is long overdue. It was brought to our notice that 
courses of training in medical administration are in fact 
offered in a number of American centres, and that Professor 
J. M. Mackintosh, Dean of the London School of Hygiene 
and Tropical Medicine, has for some time advocated the 
institution of such courses in schools in this country. 


The Physician-Superintendent 


11. In addition to our consideration of the position of 
the purely administrative medical superintendent, we studied 
the position of medical superintendents of special hospitals 
who combine clinical and administrative duties. We had 
difficulty in imagining the efficient running of a special 
hospital—tuberculosis sanatorium, orthopaedic hospital, 
infectious diseases hospital, or mental hospital—in which 
the chief clinical specialist was not also the administrative 
and executive head. We felt convinced that the chief 
clinical specialist in any such hospital, dealing as it often 
would with “long-term” patients, must have full responsi- 
bility for, inter alia, the admission and discharge of patients, 
the movements of patients from ward to ward within the 
hospital, the control of infection, the interviewing of relatives, 
the arrangement of diets, the provision and regulation of 
rehabilitation facilities and follow-up arrangements, as well 
as the specialist medical care and treatment of the patients. 

12. It is, of course, evident that a lay secretary is a 
necessary part of the administrative structure of a special 
as of a general hospital for the direction of non-medical 
aspects of the management, but his status ought to be 
distinctly inferior to that of the specialist superintendent to 
whom he ought to be responsible, since the non-medical 
aspects of management are subsidiary and contributory to 
the treatment of the patients. 

13. We are satisfied that no wastage of medical man- 
power or working time would be involved by the acceptance 
of these principles, for the duties of the specialist 
superintendent are so intimately related to the care and 
welfare of the patients that if they were made the respon- 
sibility of a lay secretary the latter could carry them out 
only by continual reference to a member of the medical 
staff, who would then in fact carry the responsibility and 
have his time occupied in the execution of these duties. 

14. We consider that in very large special hospitals a 
full-time wholly administrative medical superintendent 
might be required, but we realize that such hospitals do not 
exist in Scotland, and, further, express the hope that they 
will not come into existence, since their appropriateness and 
efficiency are very much to be doubted. 

15. We were unanimously of the view that if the superior 
status of the specialist superintendent is to be ensured two 
conditions must be fulfilled: (1) The component of his 
salary in respect of his administrative duties must be at a 
substantially higher rate than the rate for secretaries ; (2) 
the total salary of the specialist superintendent (he would 
usually be full-time and resident in the hospital and would 
commonly work much longer hours than his specialist 
colleagues or assistants scheduled for so many “ sessions” 
per week) must not be lower than those of his specialist 
colleagues, a situation which might well arise under the 
system adumbrated in the Government's present proposals. 


Determination of Policy 


16. In the Government's proposed terms and conditions 
of service for hospital medical staff it is stated that the 
objective will be to reduce to a minimum the time to be 
given by medical staff to administrative duties. It is our 
opinion that, the number of doctors concerned in medical 
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idministration being small, no important benefit would 
sccrue to the clinical side of the National Health Service 


if the numbers employed as medical superintendents declined, 
and that, per the retention of the medical super- 
intendent as the executive head of the hospital would bring 
Service greater efficient and smooth 
administration, Holding this opinion, we consider that the 
stated, is not the right one. In 


contra, 


to the idvantages in 


Government's objective, as 


any case, we believe it to be both wrong in principle and 
unwise in practice to determine in this oblique fashion what 
should be determined directly and on merit namely, the 


future of the medical superintendent 


{pril, 1949 
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The Committee was appointed by the Council on January 
19, 1955, with the terms of (a) To 
consider the Proceedings of the First World Conference on 
Medical Education; (b) to make suggestions for the pro 
gramme and deliberations of the Second World Conference ; 
and (c) to consider relevant matters 
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the Practice of 


PART I 
WORLD CONFERENCE ON MEDICAL 
EDUCATION 


A. FIRSI 


The First World Conference on Medical Education was 
heid in London in August, 1953 The Conference was a 
historic event, but, like other historic events, it was no 
isolated phenomenon, no product without pedigree ; rather 
it was the climax of independent movements to make the 
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training of the doctor more appropriate to the demands on 
him. The nature of a doctor's work, whether in the ward, 
the laboratory, the surgery, or the patient's home, has 
changed profoundly in the last half-century. The change 
is due partly to the immense advances in medical science, 
and partly to a revolution affecting all mankind. 
Both of these changes—the scientific and the social—are 
still in full spate, and no end to them is foreseeable ; this 
means that medical education must be continually reviewed, 
and that the curriculum must be regularly re-modelled. 

The maladjustment between the training and the work ot 
the medical profession has been increasingly manifest in 
recent years. Several notable efforts have been made to 
find a remedy and are chronicled in such works as the 
“ Final Report of the Commission on Medical Education ™ 
(New York, 1932), the “Report of Inter-Departmental 
Committee on Medical Schools” (the Goodenough report, 
1944), and “ The Training of a Doctor” (the British Medical 
Association's report, 1948). These reports see the problems 
from national standpoints, although the international nature 
of medicine and of social change shows the need for look- 
ing at them at the international level. The need itself 
became clear enough ; what was uncertain was the timing of 
the summons, and the organizers of the First World Con- 
ference took risks of which they were fully aware 

The faith and judgment of the organizers were vindicated 
by the fine response in 1953 from all over the world, for 
the Conference brought together people interested in 
medical education from 92 medical schools in 52 countries. 
Among those attending were vice-chancellors, deans of 
medical schools, doctors in every branch of the profession, 
medical students, and laymen—a congregation indicating the 
many kinds of people interested in medical education or 
in some way affected by it. The papers and the discussions 
that followed them were often of high excellence; the 
speakers were well informed and imbued with a sincerity, a 
humility, and a tolerance that remain one of the strongest 
impressions of anyone who heard them. 


social 


Achievements of the Conference 


The Conference achieved three objects: (1) It created an 
awareness of level of aims in modern medical education 
and set up some measures for the standards we may hope 
to achieve ; (2) it revealed some of the differences in tech- 
niques and standards of medical education over a large 
part of the world; and (3) it placed the results of its 
discussions in an available form by means of the published 
Proceedings.” 

The volume of the “ Proceedings” provides a splendid 
historical record of medical education in different parts of 
the world. The principal themes and the immediate re- 
action to them have been described in the British Medical 
Journal and elsewhere ; there is no need to summarize them 
here. The task of the Committee was to examine at leisure 
and in detail the work of the Conference as recorded in 
the “ Proceedings” and to deliver a considered opinion, as 
distinct from the first impressions that alone could be given 
earlier. 

As stated by the organizers, the topics chosen for dis- 
cussion at the Conference were merely a selection from the 
many possible. Broadly speaking, the themes were the 
training of the “ basic doctor,” the level and technique of 
his training, and the formulation of optimum standards for 
this. The Conference did not concern itself with such 
questions as: minimum acceptable standards ; the assessment 
of adequacy of training on an international basis; post- 
graduate training; the influence of local and national 
problems upon standards of medical education ; the relation 
of academic standards in medicine to those of other univer- 
sity faculties ; or the place of medicine in the general struc- 
ture and purpose of a university. All these are obviously) 
questions of importance deserving study and discussion ; if 
they were not formally treated at the Conference it was not 
because of indifference to them but because of the practical 
need to keep the Conference within manageable bounds. 
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The “ Proceedings ” 

Despite these necessary limitations, the “ Proceedings ” 
give a remarkably comprehensive picture of undergraduate 
medical education ; no topic of direct concern to the medical 
student is neglected, and we see in the “ Proceedings” an 
orderly unfolding of fundamental problems: preliminary 
general education of the student; the selection of students ; 
subjects of scientific and medical study ; 
ing and examining; and finally 
social medicine and its teaching. 

Perhaps the most surprising feature of the Conference was 
the unanimity on so many topics among speakers with 
diverse backgrounds ; such differences as were revealed were 
largely those of emphasis and technique. For instance, all 
contributors agreed that medical students should have had 
a good secondary education, but there was disagreement on 
the desirable relative amounts of arts and science. Simi- 
larly, there was agreement on what the basic sciences are, 
but not on the best place to teach them—school or univer- 
sity. Examples of disagreement could be multiplied, but 
seen in their true perspective they are differences of detail 
rather than of principle. 


methods of teach- 
an admirable survey of 


Influence of the Conference 


If so vast a symposium can be concisely characterized, 
it is at once a panorama of current educational practice in 
the secondary schools and universities of Western Europe 
and America, and a reasoned justification of this practice. 
Many of the ideas expounded had of course been adopted 
in Britain or elsewhere many years ago. European and 
American readers will find the “ Proceedings” valuable 
chiefly as a competent and elegant formulation of familiar 
ideas ; outside Europe and America, the volume may have 
a more direct influence on educational policy. 

In publishing the “* Proceedings * the organizers have done 
all that can properly be done to bring ideas to the notice 
of those concerned with medical education. It would be a 
mistake to invite or try to persuade universities or medical 
schools to adopt methods that are new to them. Nor 
would it be advisable to approach individual teachers, or to 
try to influence them directly in any way. Many teachers 
interested in medical education were for various reasons not 
associated with the Conference ; anything in the nature of 
missionary work among these teachers would be both pre- 
sumptuous and futile 

These considerations do not mean that the Conference 
will be without visible effect; on the contrary, it is mevit- 
able that delegates to the Conference must have taken back 
to their own universities ideas which are bound to influence 
the planning of medical education in which they take part. 


Conclusions on the First Conference 


1. The ground of undergraduate medical education has 
been adequately covered for at least this decade, and a 
second conference should be on a fresh theme. 

2. In publishing the “ Proceedings” the organizers have 
done all that can properly be done to bring ideas to the 
notice of those concerned with medical education; no 
attempt should be made to secure the adoption of particular 
ideas by individual teachers, by medical schools, or by 
universities. 

3. There are two concrete possibilities of direct action 
arising out of the Conference (Sub-Appendix A). 

4. In the light of the Conference, suggestions are made 
concerning the teaching of social medicine (Sub-A ppendix 
B). 


B. SECOND WORLD CONFERENCE ON MEDICAL 
EDUCATION 


The Second World Conference is to be held in the United 
States in 1959. Its theme is to be postgraduate medical 
education. This has recently been decided by the Council 
of the World Medical Association, partly as the result of 
the Committee’s work. This choice is no surprise ; the idea 
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occurred to participants in the First Conference, but was 
not publicly discussed, since it was felt to be much too early 
to make any decision. The choice is also admirable, for 
postgraduate medical education forms a natural extension 
of the theme of the First Conference. Of the many possible 
themes tor a conference it is by far the most urgent; it is 
as vast, as complex, and as interesting as that of under- 
graduate medical education, and one hitherto untouched 
at the international level. The “Proceedings” of the 
Second Conference will thus form a companion volume to 
those of the First Conference, without any overlapping. 


Selection of Topics 

Just as the First Conference did not exhaust the subject 
ot undergraduate medical education, so the Second Con- 
ference could not possibly exhaust the subject of post- 
graduate medical education; a similar judicious selection 
of topics will therefore be necessary. The Committee was 
asked to make suggestions for the programme, and these 
are listed below (Sub-A ppendix C). The Committee was not 
called upon to draw up the programme—this is the task of 
the American organizers—and accordingly the suggestions 
are only broadly grouped. 

Study of the Committee's suggestions will indicate the 
wide scope of problems in postgraduate medical education, 
and within this vast field it would be possible to find 
material for many full-scale conferences. Obviously it 
would be best to build the Second Conference round a 
number of leading themes, rather than have a detailed sym- 
posium on one restricted topic such as the training of the 
surgeon. 

The appeal of the Conference will be determined by the 
unity and clarity of its design; it would be a mistake to 
try to deal in addition with undergraduate topics left over 
from the First Conference, no matter how interesting or 
important they may individually seem to be. Freshness and 
coherence of the programme will also make for successful 
publicity before the Conference opens. 


Topics Excluded 


Topics excluded from the First and Second Conferences 
as a result of the exigencies of planning need not be, and 
ought not to be, shelved. The Conferences are not the 
only forum for the discussion of educational matters. The 
medical weeklies may be expected to continue their hos- 
pitality towards educational articles, in particular by their 
annual educational and student issues. These issues render 
an invaluable service to medical education; they provide 
convenient groupings of related articles and keep the sub- 
ject in the main stream of medical journalism. Moreover, 
many problems in medical education are not peculiar to 
medicine and discussions of them would interest a wide 
public. Appreciative readers could be reached through such 
media as the Universities Quarterly, the Universities Review, 
and the weeklies of other scientific professions, 

Below the Committee gives a list of topics of importance 
outside the scope of the First and Second Conferences 
(Sub-A ppendix D). These might well receive attention from 
individual authors and should remain on file for considera- 
tion if the question of holding further World Conferences 
arises. 


Education Throughout Life 


The holding of separate conferences on undergraduate 
and postgraduate medical education may suggest that the 
two themes are fundamentally different. Anyone could be 
excused for thinking so. Under section 3 of the Medical 
Act, 1886, the qualifying examination must guarantee “ the 
possession of the knowledge and skill requisite for the 
efficient practice of Medicine, of Surgery, and of Midwifery ™ 

as if a quantum of knowledge, absorbed in youth, could 
serve a doctor for life. Many a young doctor may well 
feel that he has done with education unless he wants to 
specialize. One of the chief aims of the Second Confer- 
ence should be to combat this notion. 
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Ihe Committee's view is that medical education should 
continue throughout professional life Ihe undergraduate 
urriculum should properly be a preliminary education de 
signed to fit the student for further and continuous stud 
Full acceptance of this view would mean that the doctor 
nizes a moral obligation to go on studying as well as 
practising: it would also mean giving the undergraduate 
some advice on methods of postgraduate study. Doctors in 
ever branch ot the prolession are faced with the problem 


of keeping up to date ; there are no doubt many successful 
methods of solving it, and it would be helpful to have 
published accounts and discussions of these 

The theme of medicine as a lifelong study will presumab! 
be treated in detail and from many aspects at the torth 
coming Conference Ihe Committee thinks this theme 1s 
of supreme importance, and that the Conference could have 
no better opening than one or more addresses on the unity 
of medical education before and after graduation 


Conclusions on the Second Conference 


1. In fixing the theme of the Second Conference as post 
graduate medical education, the Council of the World 
Medical Association has made an excellent choice 

2. The concept of medical education as an activity to be 
continued to the end of professional life should be empha 
sized at the Conference 

3. To this end, undergraduate medical education should 
be regarded as a preparation for postgraduate study. 

4. Subjects suitable for discussion at the Second Con 
ference are suggested (Sub-A ppendix C) 

5. Subjects outside the scope of the Second Conference 
(Sub-A ppendix D) might be considered at later conferences. 


PART Il 


“RECOMMENDATIONS” OF THE GENERAL 
MEDICAL COUNCIL 
The “Recommendations” of the General Medical 
Council relate to general and pre-medical education, pro- 
fessional education, and professional examinations, They 
are concerned with the minimum standards for registration 
The last revision was adopted by the Council on February 
25, 1947, and a further revision is now due; it may be 
expected to come into operation in 1957 


Standpoint of the Committee 


In examining the “ Recommendations,” the Committee 
has been guided by two principles. The first is that the 
undergraduate curriculum should aim at producing the 
“basic doctor,’ and not any particular form of specialist, 
such as a surgeon, general practitioner, or laboratory 
worker The second principle is that medical faculties 
should enjoy the utmost possible freedom to experiment 
with the design of the curriculum, the grouping of subjects 
and the order in which they are studied, methods of teach- 
ing. and methods of examining 

The subjects of instruction dealt with in the “ Recom- 
mendations ” are sufficient to produce the basic doctor and 
the Committee has no quarrel with them on this score, It 
is certainly undesirable to recognize any more major sub- 
jects: indeed, any change should be in the direction of 
integration, not differentiation, and (for example) paediatrics 
and psychiatry could with advantage be restored to their 
proper place as simply branches of medicine. 


“ Recommendations” too Rigid 


The Committee’s main criticism of the “ Recommenda- 
tions” is that they are too rigid and too detailed. Many 
teachers chafe under the present compartmentation of pro- 
fessional studies, now classified as pre-clinical, transitional, 
and clinical The transitional period was introduced with 
the best of intentions as a kind of shock-absorber when the 
student left the laboratories for the wards. Of course there 


SUPPLEMENT to tHe 
BRITISH MEDICAL JOURNAL 


a shock if the student has never visited a hospital 


oe 
anatomy and physiology; but the sharp 


while studying 
separation of these subjects from “ hospital” subjects is 
one of the barriers that need breaking down. Both anatomy 
and physiology can be excellently taught at the bedside, 
and it should be possible for the student to go there regu- 
larly from the verv outset of his study of these subjects. 

Ihe “ Recommendations” entitled “ Transitional Period 
Study” could with advantage be deleted. This would 
not prevent schools that wish to give an introductory 
course from doing so, but it would protect schools that 
to such a course from unmerited censure. 


oojec 


“ Recommendations ” too Detailed 


As an example of excessive detail the Committee refers 
to the recommendations concerning midwifery and gynaeco- 
logy. These fill nearly two pages, which contain seven 
recommendations, of which the seventh contains four pro- 
visos. Without endangering the standard, these recom- 
mendations could be reduced to the first two (without the 
‘Note ") by omission of the many details that are properly 
the domestic business of the medical faculties. In contrast, 
the recommendations for medicine—only three—fill only 
half a page 

A controversial recommendation is that of dissection of 
the whole body. Conservative teachers regard this as 
essential; others regard it as an antiquated requirement 
surviving from the days when anatomy had the lion’s share 
of the curriculum. The extent of dissection should be left 
to the discretion of the medical faculties. Apart from the 
theoretical objection, there is the practical one that the 
requirement has resulted in a dearth of material for post- 
graduate teaching. 

The General Medical Council has repeatedly disclaimed 
any intention of dictating the methods by which any subject 
in the curriculum should be taught; but detailed recom- 
mendations (such as those for midwifery) and highly specific 
ones (such as that on dissection of the whole body) frustrate 
the Council's desire ; dictation may be too strong a word, 
but the general effect of such recommendations is to impose 
undesirable restrictions on the teachers and to impede the 
advance of medical education. 


Function of “ Recommendations ” 


Ihe function of the “ Recommendations” should be to 
State objectives, not to prescribe means. If the General 
Medical Council should accept this view and reduce its 
“ Recommendations” to essentials, it need not fear that 
medical faculties will take the bit between their teeth; 
they could not do that even if they were invited to, for 
conflict of interests and natural conservatism will always 
restrain reformers. The supreme difficulty is to get faculties 
to look at their curricula imaginatively and afresh, and the 
General Medical Council could do worse than offer positive 
encouragement. 

The General Medical Council could counter the various 
criticisms in this report by a reminder that what they issue 
are recommendations, not regulations. But in practice they 
are regarded as mandatory, especially since the Council 
acquired its powers of visitation. They are certainly treated 
as such by the Council’s Visitors. This is borne out by 
the reports of Visitors to the recent examinations at one 
university, where expressions such as the following occurred 
no fewer than five times. “ This is contrary to the following 
recommendations of the Council.” “I am of the opinion 
that the ‘Recommendations’ of the Council as to the 
medical curriculum in... have not been implemented.” 
Both teachers and Visitors must inevitably regard the “ Re- 
commendations ” as standards, and non-conformity is incon- 
venient, if not worse. Moreover, conservative teachers can 
take refuge behind them when faced with proposals that 
they find distasteful. 

The Committee's final suggestion is that medical educa- 
tion, like medicine itself, should be an experimental enter- 
prise ; no methods and no arrangement of subjects should 
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be regarded as sacrosanct. Medical teachers would like 
to adapt medical education to the needs of the day. If 
they are to do all that needs doing, they will have to be 
treed from all unnecessary restrictions. The General Medical 
Council has a contribution to make in this matter. not only 
negatively by removing such restrictions, but positively by 
encouraging experiment. Perhaps one of the best ways in 
which the Council could help would be to publish annual 
reports of eXperiments in medical teaching made in 
individual medical schools. 


Conclusions on the “ Recommendations ” 


1. The “ Recommendations” are too rigid and too de 
tailed, and so obstruct educational experiments 

2. The Committee's criticisms and suggestions are set 
out fully below (Sub-Appendix EF) 


PART Ill 


SUB-APPENDIX A: EXCHANGE OF TEACHERS AND 
CENTRAL CATALOGUE OF MATERIALS 


There seem to be two concrete possibilities of direct 
action, both of which might be properly considered to be 
functions of the World Health Organization. 

(1) A much freer interchange of teaching personnel be 
tween universitics in different parts of the world might be 
fostered. The aims, methods, and effectiveness of medical 
education could be studied much more successfully by a 
visiting teacher than by delegates to a conference 

(2) In the section “ Methods and Techniques of Teach- 
ing” it was unanimously recommended that some central 
catalogue or collection of teaching materials, illustrations, 
lantern slides, and films would be an immense advantage. It 
was agreed that the Director of the Wellcome Museum of 
Medical Science in London would be a very suitable person 
to advise about the preparation of such a catalogue or 
collection. The interest of UNESCO might well be solici- 
ted, for the UNESCO coupon has been a great help in 
facilitating the international exchange of films relating to 
scientific work. The British Council and the British Uni- 
versities Film Council might also be able to give valuable 
advice, and there must be similar organizations in other 
countries. The whole project might well appeal to the 
World Medical Association and to the World Health 
Organization. 


SUB-APPENDIX B: THE TEACHING OF SOCIAL 
MEDICINE 


The teaching of social and preventive medicine and public 
health can only be usefully discussed when the branches of 
medicine which they comprise have been decided. On the 
basis of the papers submitted to the First World Conference 
the Committee suggests the following subdivisions for dis- 
cussion: (a) the function of medicine in the community : 
(b) classical public health, hygiene, and sanitation ; 
(c) epidemiology and demography ; and (d) specific social 
factors in the causation and maintenance of disease and the 
social consequences of illness. — : 

Under each of these headings the Committee indicates its 
views, first on the place of each subject in the curriculum, 
and second on techniques of teaching each subject. It omits 
medical genetics, since this seems to it to be a part of 
systematic medicine. 


(a) The Function of Medicine in the Community 

General points concerning the philosophy and function of 
medicine, of the changing face of medicine (for example, in 
relation to the changing age structure and the conquest of 
bacterial infections) and its effects in the community and 
throughout the world should be introduced by lecture or 
discussion groups at the outset of the medical curriculum 
and at the beginning and end of clinical training. 
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It is essential that the student should learn about the 
people he will work with and the services with which he 
will have to collaborate in practice. The structure of health 
services and the use of ancillary medical services should be 
taught during clinical training by visits to health centres 
and welfare clinics, by domiciliary visiting with local 
authority staffs, and by experience of general practice (either 
under the guidance of general practitioners or in community 
services such as those at Edinburgh, Boston, or Richmond, 
Virginia). Students should report on services available to 
assist the patients allocated to them during clinical clerking, 
and upon how these services are actually working. This 
branch of medicine is much neglected at present and will 
continue to be neglected unless questions on the health 
and ancillary services are included in qualifying examina- 
tions. 


(b) Classical Public Health, Hygiene, and Sanitation 


These the Committee considers to be subjects chiefly for 
postgraduate specialist teaching in a highly developed 
country such as ours. Certain aspects could be included 
under sections (a) and (c). 


(c) Epidemiology and Demography 

These subjects should be taught as an essential part of 
systematic clinical training. The history and trends of 
diseases in the community should be taught with explana- 
tion of the effects of public health and other measures on 
disease prevalence and mortality. 

Technique—Lectures are generally unsatisfactory. Exer- 
cises On drawing conclusions from tables and graphs and 
from available figures in the Registrar-General’s reports 
and similar documents should be undertaken. Problems 
amenable to epidemiological study should be presented for 
students to see the research value of the technique and the 
part that practising doctors can play in the collection of data 
by conscientious certification should be emphasized. Such 
teaching will be most likely to excite interest if it is given 
by members of the staff who are engaged in epidemiological 
research. 


(d) Specific Social Factors in Causation and Maintenance of 
Disease 


Ihe purpose is to help the student to understand the 
needs of his patients in terms of their social environment 
and should be an integral part of the whole clinical training. 
It is essential to achieve precision, and not to allow vague 
concepts or uncritical thinking—-for example “ economic 
status,” in which the main operative factors are nutrition, 
housing, and occupation. Consideration of the operation 
of these factors in both psychological and physical aspects 
of clinical cases should be routine. 

Special techniques include: (1) Use of joint seminars with 
clinician, social medicine expert, psychiatric and other social 
workers ; (2) tape recording of history taken by social 
worker or social medicine specialist for comparison with 
“routine” medical history ; (3) bringing students out of 
hospital into patients’ houses to see social background (as 
in (a) above) ; (4) visits to factories and mines to see occupa- 
tion hazards ; and (5) follow-up of patients discharged from 
hospital whenever social factors are considered important. 

The teaching of social and preventive medicine should 
be arrived at by fostering an attitude of mind in the student. 
This can be effectively achieved only if every medical school 
has a department actively concerned with the subject, which 
is closely linked with the clinical departments, so that the 
teaching of the social and clinical aspects of medicine, 
paediatrics, surgery, and gynaecology and obstetrics can be 
fully integrated. Such integration implies a continuous 
association between the teaching of clinical and social medi- 
cine, but it must be remembered that there will be some 
aspects of social medicine to which it will be necessary to 
allocate separate teaching time. 
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SUB-APPENDIX C: TOPICS SUITABLE FOR THE 
SECOND WORLD CONFERENCE 


General 


1. Education as a lifelong process. Unity of undergraduate 
ind postgraduate education. Postgraduate study as a moral 


obligation The undergraduate curriculum regarded as a 


preparation for postgraduate study Development in the 
undergraduate of the urge to learn after graduation 
» The transition from study to practice The need of 


postgraduate training Iwo types : (a) specialized training 


for the particular career chosen: (b) the maintenance of 


efficiency after specialized training. Problems and methods 
ft keeping up to date 

Various aims of postgraduate education for example 
(a) technical proficiency in some branch of practice 


(h) mental development; (c) training tor research careers 
Methods of study appropriate to different aims 
Facilities, in 


‘ 


4. Organization of postgraduate training 


cluding internships and residencies 
§_ Postgraduate teaching hospitals Desirability, site, type 
of postgraduate training for general practitioner or 


Specialist 

6. Role of universities in postgraduate education. Structure 
of university departments. Part-time or full-time teachers 
Is it desirable that university teachers should be permitted 
to carry on extramural activities If so, should teaching 
hospitals make provision for them within university depart- 
ments 

Postgraduate instruction in the basic sciences.  Desir- 

ability or otherwise of a period of postgraduate training in 
a pre-clinical department 

&. Methods of postgraduate teaching. Teaching by radio 
and television. Societies for postgraduate study. Tutorial 
institutions and professional coaching for examinations by 
matl or in person 

9. History and philosophy of postgraduate medical educa- 
tion. Advances in science and social changes as determinants 
of its scope and direction. Tradition and national character 
as expressed in postgraduate medical education 

10. Research into methods of postgraduate medical educa- 
tion and their efficiency 

11. The doctor as a civilized person. Value of cultural 
interests—-for example, in literature, history, music, painting, 
foreign languages Medical music and art clubs 

12. Financing postgraduate study Contributions from 
government sources, foundations, and the student himsel!f 

13. Postgraduate training in other professions. Similar 
problems in other scientific professions—for example, engin- 
eering 


Education by Research and Writing 


14. Training in research. Facilities for research. Provi- 
sion of technical assistance, including services of pathologists, 
medical statisticians, and medical linguists 

1S. Individual and co-operative research. Types of medical 
research most needed to-day 

16. Education by writing. Thesis for a postgraduate 
degree ; original articles; case reports; abstracting of 
articles; book reviewing Training in medical writing 
Adequacy or otherwise of available textbooks on medical 
writing 


Education by Travel 


17. Value of foreign travel. Types and facilities. Informa- 
tion about facilities. Available lists of fellowships and grants 
incomplete and quickly out of date. Need of central office 
in each country to maintain complete and up-to-date card 
index to answer mquiries 

18. Financing foreign travel Actual or potential sup- 
porters, including learned societies, universities, and founda- 
tions Travel grants 

19. Travelling fellowships Types For example: (a) 
research fellowships with free choice of subject ; (5) fellow- 
ships for research in prescribed subject. Advantages and 
disadvantages of the various types. 


My, 
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20. Experience and policy of leading donors of fellowships 
for example, the Rockefeller and Nuffield Foundations 
Need of co-ordination between various donors. 

21. International exchanges of medical teachers. Rarity 
and the reasons for this. Importance of such exchanges 


for the diffusion of ideas in medical education. Possible 
remedies 
Training the Specialist 

22. History of specialism. Its antiquity and recent history ; 
its necessity to-day 

23. General pre-specialist postgraduate training 

24. Postgraduate training of the broad specialist (general 
medicine and general surgery) and the specialist in a narrower 
ficld. Present facilities and arrangements ; advantages, dis 
advantages, and inadequacies 

25. Specialist hospitals and institutes : desirability ; dis 
advantages of segregation from general medicine ; advan 
tages : place in postgraduate training. Defects of full-time 
training in a hospital 

26. What training in general surgery or medicine is desir- 
able for the more restricted consultant or specialist ? 

27. Desirability of specialists knowing the history of their 
specialties 

28. Place of specialists in teaching: (a) undergraduate, 
graduate 


Training Physicians (Internists) 


29. General medicine as the basis of medical specialism 

30. Training of graduates in medical specialties: do we 
want specialists with training in general medicine, or general 
physicians with specialist training ? Duration and character 
ot training. 

31. Training specialists in tropical medicine, dermatology. 
neurology, endocrinology, psychiatry, paediatrics, cardio- 
logy, haematology. 

32. Training miscellaneous non-surgical specialists: for- 
ensic psychiatrists, forensic chemists, forensic pathologists, 
anaesthetists, radiologists, medical journalists, medical 
historians, medical statisticians, medical linguists. Should 
medical librarians be medically qualified ? 


Training Surgeons 

33. General surgery as the basis of surgical specialism. 

34. Methods of training in manual therapeutic techniques 
in operative surgery and practical obstetrics. 

35. Training specialists in ophthalmology, urology, gastro- 
enterology, otorhinolaryngology, obstetrics and gynaecology, 
thoracic surgery, orthopaedic surgery, neurosurgery. 

36. Is the ultimate unification of medicine and surgery 
feasible or desirable, surgery being regarded as a branch of 
therapeutics practised by physicians ? 


Training Pathologists 

37. Pathology co-extensive with medicine and surgery and 
their specialties. The branches of pathology and the growth 
of specialism within these branches. 

38. What is the modern clinical pathologist? Is he a 
broad specialist, or a general practitioner in pathology 
without truly specialist knowledge of any branch ? 

39. Morbid anatomy, bacteriology and serology, bio- 
chemistry and haematology considered as the genuine broad 
specialties ; exclusive devotion to one of them nowadays a 
condition of attaining truly specialist knowledge. 

40. Problems of training different kinds of pathologist 

for example, in the various specialties within morbid 
anatomy. 

Recognition of Specialists 

41. What are the various national requirements for 
specialization ? The value of specialist registers and other 
methods of hall-marking consultants. 

42. Arrangements in various countries for recognizing 
specialists (examination, registration). 

43. Functions of specialty boards in the United States of 
America. 
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Postgraduate Degrees and Diplomas 


44. Place of postgraduate degrees and diplomas in train- 
ing. Technical diplomas, Research degrees: standards in 
comparison with other faculties: for example, M.Sc 
(=M.S. in the U.S.A.), Ph.D., or D.Sc. 

45. The desirability of a postgraduate examination or 
examinations ; at what stage should these examinations be 
taken? Is a double standard desirable in some specialties, 
a diploma being sufficient for some kinds of work (in 
ophthalmology, for instance), and a doctorate for full con- 
sultants ? 

46. Distinctive funct.ons of higher medical diplomas and 
postgraduate university medical degrees. Do the require- 
ments for diplomas and degrees properly reflect the differ- 
ences in function? The question of overlapping and com- 
petition. In British medical faculties, are higher degrees 
other than the M.D. necessary ? 

47. University courses of training for higher medical 
diplomas: is the provision of such courses a proper function 
of university ? ‘ 

48. Educational value of the British M.D. thesis. Should 
M.D. theses be published in full, as, for example, in the 
Scandinavian countries? Or should the titles of all such 
theses be published as a routine by all universities for the 
benefit of students elsewhere ? 

49. International equivalents of the various higher 
medical degrees and diplomas. For example: (a) the 
British M.D. by thesis is roughly equivalent to an American 
Ph.D. in Medicine or Medical Sciences ; (+) the British M.B. 
is equivalent to the American M.D.; (c) in Britain M.S. 
means Master of Surgery, but in America it means Master 
of Science, 

50. The British Royal Colleges and postgraduate educa- 
tion. Educational functions of the American Colleges of 
Physicians and of Surgeons. 


Training of the General Practitioner 
$51. Functions of the general practitioner, including that 
of health educator. His relations with consultants and 
specialists and with hospitals. Adequacy or otherwise of 
his direct access to radiological and laboratory services. 
$2. Hospital facilities for the trainee general practitioner. 
53. Postgraduate education of the general practitioner 
with particular reference to its continuity, the discussion 
group, the time factor, and the integration of the general 
practitioner with the hospital 
54. Postgraduate refresher courses for the general prac- 
titioner. Scope, frequency, short-term intensive or part- 
time; the ome-week, week-end, and day-a-week types. 
Should the courses be in specialist subjects or in general 
Should they be held in undergraduate teaching 
hospitals or in other hospitals 


55. Educational facilities other than hospitals: health 
centres, local and national medical societies ; the College of 
General Practitioners and its equivalents in other countries ; 
opportunities for travel (for example, the medical visits 
between groups of Danish and Scottish doctors). 
56. The place of the general practitioner in medical 
research. Individual research and team-research. 
57. The general practitioner as a teacher in medical school 


medicine ? 


and hospital. 
58. Financial and business training of the general prac- 


titioner. Practice management, insurance, investments, 


accountancy. 
Training the Medica! Teacher 

§9. Obligations and responsibilities of the medical teacher. 
Desirable special qualities and intellectual equipment, includ- 
ing knowledge of foreign languages, statistics, and the history 
of his subject. 

60. Selection of teachers. Views of university faculties of 
education on the training of university teachers. Do medical 
teachers need training in method ? 

61. Travel in the education of medical teachers. Atten- 
dance at meetings at home and abroad. Observation visits 
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to other medical centres in his own and other countries. 
Sabbatical leave and the best way to spend it. Adequacy 
or otherwise of financial provision for the various forms of 
travel. 

62. Should junior medical teachers be appointed for a 
limited period (like junior teachers in faculties of arts or 
science) to encourage migration to another university ”? 
Impediments to free movement as a result of university 
policy. Need of common university policy on movement 
of teachers. 

63. Inroads on the time of medical teachers due to routine 
hospital work and the teaching of dental students, pharmacy 
students, nurses, and medical auxiliaries such as radio- 
graphers, physiotherapists, chiropodists, and medical labora- 
tory technicians. 

64. The place of research in the teacher's life. Its value 
as a discipline and refreshment, even when the research is 
not on a topic suitable for teaching on. 

65. Value for teachers of seminars, colloquia, journal 
clubs, departmental and interdepartmental conferences ; cost- 
liness in time of these activities. 

66. Educational functions of the university staff common 
room (American “faculty club”). Importance of medical 
teachers’ mixing informally with their non-medical univer- 
sity colleagues. Disadvantage (from this point of view) of 
the hospital medical staff canteen. 


Social and Preventive Medicine 

67. How to educate the clinical teacher in social aspects 
of clinical medicine. 

68. The relationship between a teaching hospital and the 
community it serves. 

69. The interrelationship of clinical, laboratory, and epi- 
demiological techniques of research. 

70. The responsibilities of doctors towards legislative action 
based upon their knowledge. 

71. Co-operation between clinical and public health 
departments of local authorities. 

72. The general practitioner and preventive medicine. 

73. The relationships between university departments of 
social and preventive medicine and public health depart- 
ments of local authorities. 

74. The training of the industrial medical officer. 


Medical Journals and Postgraduate Education 


75. Educational functions of medical editors. 

76. Educational functions of the medical weeklies. Impor- 
tant role of annual educational or student issues. 

77. Rationalization of medical journals. Possible creation 
of interstate journals and fusion of journals with identical 
or closely similar aims. Problems of the medical journals 
in small countries in the national language. 

78. National patterns in medical journalism. Special pro- 
blems of Latin-American and Italian medical journals and 
their historical basis. 

79. Provision by the medical weeklies for the needs of 
postgraduate students. Value of refresher articles, singly 
or in series. Special journals for postgraduate students. 


SUB-APPENDIX D: TOPICS IN UNDERGRADUATE 
MEDICAL EDUCATION 

1. Further study of the machinery for the selection of 
entrants. 

2. Methods of teaching ; the place of the various methods 

for example, the lecture, visual and aural aids vis-a-vis the 
subject taught. 

3. The tutor system. 

4. Joint classes by different university departments ; value, 
organization, and staffing requirements; physiology and 
medicine ; surgery and medicine ; medicine and pathology. 

5. Effect of the growth of experimental medicine ; its con- 
tribution to physiology ; how should it be incorporated in 
teaching ? 

6. A study of the various methods of teaching in terms of 
time spent. A “time and motion ™ study. 
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&. The teaching of ethics and intraprofessional relation- 


ships to the undergr iduate 
9 Teaching the English-speaking medical student to write 
tolerable English. Special difficulties of the English lan- 


guage as compared with others The essay as an educational 
instrument 

10. The place of literature, history, and kindred subjects in 
undergraduate learning 

11. Minimum acceptable standards of medical training 

12. Assessment of standards of training on an international 
basis 

13. Influence of local and national conditions on standards 
of medical education 

14. Has medicine a place in a university ? 
training or an education to-day ? 

1S. Alumnus support for medical education. 


Is it technical 


SUB-APPENDIX E: COMMENTS ON THE 
“ RECOMMENDATIONS ” OF THE GENERAL 
MEDICAL COUNCIL 


1. The “ recommendations ™ are toc detailed and rigid, and 
by reason of their wording have come to have almost the 
force of regulations. This is one reason why although there 
has been general agreement with the ideas expressed at the 
First World Conference on Medical Education, little can be 
done to put them into operation in this country. The 
General Medical Council's “recommendations” leave no 
room for manceuvre or experiment. 

2. The objectives stated in paragraphs 7-9 of the intro- 
duction to the “ recommendations" cannot be achieved by 
the present “ recommendations,” which lay down standards 
so uniform as to preclude variety of method. 

3. The purpose of the “ recommendations ™ should be to 
indicate what the General Medical Council expects the 
medical schools to achieve, not to set down in detail how 
they should achieve it. 

4. The division of the period of professional education 
into three parts (pre-clinical studies, the transition period, 
and clinical studies) each with its minimum allocations of 
time, has disadvantages. The frontiers of the various sub- 
jects for study vary from time to time, and a medical school 
might wish to experiment in rearranging the curriculum. It 
might, for example, wish to teach less anatomy in the early 
stages of the curriculum and give ancillary courses later ; 
this is not possible under the present “ recommendations.” 
Experience has shown that a transitional period of study is 
not necessary and the “recommendation™ on this matter 
could with advantage be dropped. The existing policy of the 
General Medical Council tends to frustrate experiment and 
perpetuate outmoded methods of teaching. 

5. The modern idea that the student should be brought 
into contact with the patient as early as possible in his train- 
ing cannot be put into effect under the existing “recom- 
mendations.” 

6. Several of the subjects for study are not treated con- 
sistently in the “ recommendations "—for example : (i) Two- 
thirds of a page is devoted to medicine, while midwifery and 
gynaecology receive almost two pages and the recommenda- 
tions are much more detailed. (ii) There are detailed 
recommendations covering about half a page concerning 
paediatrics, which must, in fact, overlap with medicine and 
surgery 

The requirement that the whole body be dissected by 
each student is controversial and has, moreover, resulted in 
an insufficiency of material for postgraduate teaching. 

8. The minimum time prescribed for the examination of 
the principal case in the final examination in medicine has 
proved to be impracticable. The time allowed should be 
left to the discretion of the examiners. 

9. One way of encouraging experiment would be for the 
General Medical Council to publish annually reports of 
experiments in medical teaching made in individual medical 
schools. 
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Scottish News 


HEALTH SERVICE STANDING ADVISORY 


COMMITTEES 


The Secretary of State for Scotland has appointed until 
December 31, 1958, the following new medical members to 
National Health Service Standing Advisory Committees in 
place of those who retired at the end of last year: Stand- 
ine Medical Advisory Committee, Dr. A. P. Meiklejohn, 
senior lecturer in nutrition, Edinburgh University ; Standing 
Dental Advisory Committee, Dr. W. M. Gibson, consultant 
in prosthetics, Glasgow Dentai Hospital ; Standing Advisory 
Committee on Hospital and Specialist Services, Dr. J. 
Milne, medical superintendent, Hawkhead Mental Hospital. 

The following medical members have been reappointed: 
Standing Nursing and Midwifery Advisory Committee, 
Dr. N. I. Wattie, senior child welfare officer, Glasgow Cor- 
poration; Standing Pharmaceutical Advisory Committee, 
Dr. I. M. Macleod, Inverness ; Standing Advisory Com- 
mittee on Local Authority Services, Dr. R. Scott, director, 
General Practice Teaching Unit, Edinburgh University ; 
Standing Advisory Committee on Health Services in the 
Highlands and Islands, Dr. C. S. Sandeman, general 
practitioner, Durness. 


IRISH HEALTH ACT 


RELUCTANT AGREEMENT 


The new hospital and specialist services provided for under 
the Irish Health Act of 1953 came into force on April 7. 
Hospital and specialist services and maternity services will 
be provided free for people insured under the Social Welfare 
Act, 1952, including voluntary contributors ; people with a 
family income of less than £600 a year; farmers whose 
farms have a rateable value of £50 and under; and those 
who in the health authority's opinion would be unable to 
provide such services for themselves without undue hard- 
ship. Dependants of persons in these classes are also eligible. 
Local authorities will be responsible for providing the 
services. It is reported! in the Journal of the Irish Medical 
Association that a full discussion took place at a meeting of 
the Central Council of the I.M.A. on March 22 concerning 
the proposed extension of services under the Act. A number 
of resolutions from branches and groups were considered, 
and also a number of recent amendments made by the 
Department of Health in respect of sections of the Act 
already in operation and of proposals relating to the 
remuneration of the visiting staffs of specified voluntary 
hospitals concerned with the intern and extern treatment 
of entitled patients in these institutions. The council 
resolved by a substantial majority that “this association 
reluctantly agrees to work the proposed extensions of the 
Health Act, 1953, and that further negotiations be carried 
on to meet the wishes of general practitioners and other 
interested groups.” 


REGISTRARS DINNER 


The annual dinner of the Registrars Group Council will be 
held on Friday, May 4, at Kettner’s Restaurant, Romilly 
Street, London, W.1. The guests will be Sir Russell Brain, 
P.R.C.P., chairman of the Joint Consultants Committee, and 
Mr. T. Holmes Sellors, chairman of the Central Consultants 
and Specialists Committee. 

Tickets (price 25s.) are available to all senior registrars 
and registrars from the Secretary of the Association. 


* J. Irish med. Ass., 1956, 38, 123. 
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Correspondence 


Because of heavy pressure on our space, correspondents are 


asked to keep their letters short. 


H.M. Oversea Civil Service 


Sir,—A survey of the overseas appointment columns sug- 
gests that there are constantly numerous vacancies for 
medical officers in H.M. Oversea Civil Service. In many 
cases the prospects are initially favourable. and it would 
seem surprising that more doctors are not willing to escape 
thus painlessly from the frequently overcrowded and frus- 
trating conditions of practice in this country. 

Before considering a career in the overseas service, how- 
ever, I am sure that many of those otherwise attracted by 
it are deterred by the eventual! prospect of enforced retire- 
ment at the comparatively early age of 50-55 Returning 
to this country after many years spent abroad, they must 
perforce seek continued employment in some branch of 
medicine. But the specialized experience which they have 
acquired during their stay in various colonies will not neces- 
sarily stand them in good stead in such a situation Indeed 
the contrary is true, and the over-doctored community from 
which they originally escaped with such relief is likely now 
to offer fewer favourable or even feasible opportunities than 
they could command in their youth. 

Surely an older retiral age for the overseas medical service 
is now due for consideration, especially when, as a result 
of many recent developments in the field of tropical medi- 
cine and hygiene, life in the Tropics is by no means so un- 
healthy as was once considered inevitable. In fact it might 
be argued now that the doctor overseas is in an enviable 
position when compared with his colleague in the U.K.. 
who is subjected to the many and much maligned “ stresses 
of modern life.” It has even been suggested that his 
liability to coronary disease may be less than that of his 
unfortunate opposite number, battling continually against 
overwork, administrative difficulties, and overdrafts. 

However this may be, I feel that an extension of his 
useful working life abroad would very probably encourage 
the better-qualified tvpe of applicant to consider the over- 
his vocation.—I am, 


seas service as etc., 


Edinburgh, 9 MACLEAN. 


Remuneration of Medical Teachers 


Sir.—The Association of University Teachers proposes 
that those who are engaged purely in teaching and research 
in, for example, anatomy and physiology should receive the 
same salary whether they be medically qualified or not. 
They point out that such duties are of the same kind as 
those in other faculties and should be paid for on the same 
general university scales. They agree that clinical routine 
work and responsibility merit additional financial reward. 
Their argument seems logical and reasonable. 

On the other hand, the medical teachers’ group of the 
B.M.A. believes that the training of medical students can 
only be carried out satisfactorily and with the right emphasis 
by teachers who are medically qualified, and that in order 
to keep such people rates of salary higher than those in the 
rest of the university must be paid. It seems to me that 
the teaching of medical students is best done by those who 
are not merely medically qualified but who are themselves 
actually engaged in some form of medical practice. Here 
perhaps we may find a solution to meet the arguments of 
both sides. 

Most bedside teaching is done by N.H.S. hospital staff 
in time paid for by the N.H.S., which thereby subsidizes 
medical teachers quite considerably. If, instead of the uni- 
versities alone providing the preclinical teaching and the 
N.HS. financing much of the clinical teaching, the whole 
curriculum were covered by what might be termed a com- 
bined operation, then joint teaching appointments could be 
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made to cover all subjects. All teaching hospital posts would 
be held jointly under the N.H.S. and the university, the 
latter contributing to the salaries according to its normal 
teaching scales satisfying the demands for equity of the 
Association of University Teachers. Thus a registrar in, 
say, orthopaedic surgery might be expected as assistant 
lecturer in anatomy to give systematic teaching on the loco- 
motor system, while a medical appointment might be com- 
bined with a lectureship in physiology or in pharmacology 
and therapeutics. Other consultants and registrars would, 
of course, practise and teach clinical medicine and surgery. 
Such a system of combined posts, each requiring some 
specialized basic knowledge, would surely help to main- 
tain and even perhaps improve the standard of medical 
practice in our teaching hospitals.—I am, etc., 
P. O. YATEs. 


Manchester, 13 


Sir,—-Dr. George Mogey’s letter (Supplement, March 17, 
p. 93) deserves the strongest support from university medi- 
cal teachers. The situation is urgent. The mechanism for 
increasing university salaries is cumbersome, and if any- 
thing is to be done to improve the situation in the next 
quinquennium vigorous action is needed now. 

The prospect of medical teachers’ salaries being dealt 
with by the Association of University Teachers appeals to 
us no more than it does to Dr. Mogey. The A.U.T. is 
necessarily most concerned with the requirements of its 
more needy members, the non-medical teachers, but this 
should not be allowed to obscure the fact that medical 
teachers’ salaries also need revision in the interests of the 
profession as well as those of the teachers themselves. In 
this the medical teachers are best represented by the Non- 
professorial Medical Teachers and Research Workers Group 
of the B.M.A. Some evidence of a vigorous and effective 
policy from the representatives of this group would be 


welcome.—We are, etc., 


H. pe C. BAKER. 


Manchester, 13 J. P. Smivu. 


Doctor's Place in Society 


Sir,—May I quote three sources on the doctor's place in 
society ? Society is taken to mean more than the hospital, 
the clinic, or the consulting-room, and more than the work- 
shop or council chamber. 

(1) “ Side by side with the gentlefolk and the rising busi- 
ness classes there existed, a century ago, a rapidly increasing 
body of men whose social status was gradually changing. 
There had been a very wide gulf, for example, in the 
medical profession between the small body of * physicians ° 
and ‘ physicians and surgeons" belonging to the Royal Col- 
leges and the general run of practitioners, commonly called 
‘apothecaries’ and ‘ surgeons.” The ‘doctor’ was not, as 
such, reckoned a gentleman, unless he was one of the 
privileged few; but his social status was steadily rising 
with that of the business middle classes, who provided him 
with more and more of his income.” 

It appears that, now the moneyed middle classes are living 
under reduced circumstance and the new managerial middle 
classes live on modest salaries, the economic behaviour 
pattern of the bulk of the medical profession is already 
out of date. The new behaviour pattern with increased 
numbers of doctors working a sensible day and week in 
fully equipped health centres has not yet come into exist- 
ence. The young doctor is thus poised between two dis- 
tinct behaviour patterns. Is his loyalty to be towards the 
past or the future with a State-salaried service ? The only 
other choice is Holy Orders and celibacy, as his family life 
becomes increasingly devitalized because of the expenses 
involved in his professional life. 

(2) “ Modern communities have been made tolerable by 
the behaviour patterns imposed upon them by the activities 
of the sanitary inspector and the medical officer of health.’” 

With the advent of the atomic age the group healer has 
tremendous responsibilities, far greater than those of his 
predecessors. Why has the medical profession relegated the 
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Practice running has increased and with the same number 
of natients there ic leec far the accictanté 


—— 
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ealer to a subordinate position Distinction awards 
are awarded in the hospital sphere to the healers of the 
individual, but are any awarded to the group healers ? The 


opinion of the medical profession towards group problems 
that affect society in ever-increasing dosage seems insigni- 
ficant The leading group healers are not found in the 


ranks of the medical profession but in the political and 
religious fields. Why ? 

(3) The following extract is taken from a review by Dr. 
J. D. Sutherland (Journal, October 1, 1949, p. 742) on 
Psychosocial Medicine by Dr. J. L. Halliday “ Having 
diagnosed the faults within the social sphere, the author 
goes on to suggest that medicine will have to be reintegrated 
with the social sciences and with politics, and that those 
doctors who effect this synthesis within themselves will be- 
come pioneers of new ways in medicine which will lead us 
out of the present increasing specialism with its impotence 
in face of the most prevalent disorders in modern industrial 
society.” —I am, etc., 

Wolverhampton GareTH R. Davies. 
REFrRENCES 


Cole. G DH. Studies in Class Structure, 1955, p. 64. London 
Bevan, A., In Place of Fear, 1952. London 


Present State of Practice 


Sir, The British Medical Journal of January 21 has just 
arrived here. It is sad to read the letters in the Supplement 
in that and former issues from member general practitioners 
who are dissatisfied with conditions in the National Health 
Service. I have always thought that the Service had many 
good points and some very bad. Among the latter the chief, 
in my opinion, is the loss of goodwill. When the negotia- 
tions for the Service were going on it was claimed by those 
who favoured sacrifice of goodwill that it would remove 
a great hardship from young doctors starting practice, as 
they would no longer have to pay for a practice or a share 
in a practice. I wrote a letter to The Times pointing out 
that this was not usually a hardship at all, as the practice 
could be paid for out of receipts and that at the end the 
buyer had accumulated realizable capital. The Times re- 
fused to publish it. Was it not about a year ago that 
general practitioners in Britain decided against restoration 
of goodwill ? 

From this side of the world the position in the British 
N.H.S. seems to be calamitous. We read of young doctors 
on the dole ; of vain attempts to get elected to a practice 
when there are 40 or more applicants for one vacancy ; of 
the near impossibility of getting a share in a practice be- 
cause, of course, the principal can no longer sell a share. 
All he can do is to give it away. There is no doubt that 
the medical profession in Britain, and especially the general 
practitioner part of it, is itself to blame for the position 
in which it finds itself. It is useless to blame the B.M.A. 
negotiators. The B.M.A. is no stronger than the members 
who compose it, and I seem to remember that more than 
one referendum was taken, and that the negotiators simply 
carried out their instructions, support being refused for any 
other course. Here in Australia the Labour Government 
in 1949 tried to introduce a similar scheme, but the B.M.A., 
backed solidly by its members (only 70 out of 9,000 doctors 
dissenting), refused to work it. Now there is a medical 
benefits scheme in which the G.P. gets 15s. for each con- 
sultation in his surgery and £1 to 25s. for each visit. Of 
this the patient gets about 75 refunded from his fund. 
For pensioners (old-age pensioners included) there is a free 
service, the doctor being paid by the State for each con- 
sultation or visit at about half the above rates. Needless 
to say, goodwill has not been abolished 

The capitation fee in Britain should be doubled and the 
maximum number of persons allowed on each list cut by 
half. No doctor can attend 4,000 people and do his work 
justice. That and the immediate restoration of goodwill 
are the most urgent needs.—I am, etc., 


Sydnev. Australia F. J. Browne. 
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A Year’s Practice 

Sir.-Mine is a single-handed rural dispensing practice. 
Having completed a year since my succession, I have col- 
lected some figures which, for comparative purposes, may 
be of interest to some of your readers. These were obtained 
from an analysis of the brief notes which are made at the 
time of each visit or consultation. 

(1) Number of N.H.S. patients on list at end of period 
1.869. (2) Number of such patients recorded as having been 
seen: 1,111 It was estimated that at least an additional 
$0 had been seen for minor conditions, either at a branch 
surgery or when visiting another member of the household, 
no note being kept, as the record card was not available at 
the time (3) Therefore, calculate number of patients 
seen : 1,161 (62.1% of those on N.HLS. list). (4) Number of 
private patients seen: 46. The majority of these are 
elderly. (5) Total number of visits made: 3,709: (a) N.HLS., 
3,459 (1.9 per “listed” patient); (>) private, 250 (5.4 per 
“actual” patient). (6) The number of consultations in the 
surgery given to N.H.S. patients has been less accurately 
recorded. Approximate number : 7,000. Private patients : 
4§ consultations (7) Approximate number of units of 
service (visit or consultation) per patient listed: (a) N.HS., 
5.6 (9.0 per patient actually seen); (>) private, 6.4. In view 
of the far greater average age of the private patient the 
similarity of these two figures is considered significant. In 
general, the patient who has chosen to be treated privately 
does not appear to consult one over trivial matters. (8) Total 
number of N.H.S. prescriptions dispensed : 4,280 (2.2 per 
listed patient). (9) Total number of deaths : 27. Average 
age at death, 75.5 years. 20 deaths occurred at home; 7 
in hospital. 

(10) Total number of births : 21: (a) in hospital, 11; 
{b) at home, 10. All were given personal antenatal care 
(usually monthly or more frequently), as the distance from 
hospital precluded frequent attendance at the hospital clinic. 
Most patients, having attended the booking clinic, re- 
attended hospital only at the 36th week. In all, 8 patients 
were personally attended in labour, but two of these were 
transferred for confinement in hospital (1 premature labour, 
1 antepartum haemorrhage). Three other patients had 
elected to be left to the midwife, with no doctor present. 
One patient was delivered by the midwife, after a short 
labour, before I was notified. No forceps delivery has been 
necessary. (11) Total number of abortions: 5 (all personally 
attended).—I am, etc., 


Filkins, Oxon J. V. Grounpes-Peace. 


Doctors’ Remuneration 


Sir,—Once again in your correspondence the question of 
compulsory reduction of medical lists is raised, coupled 
with the issue of increased remuneration. I have argued 
the case of the “ big list doctor ” elsewhere (Medical World 
Newsletter, January and February, 1955), so I would con- 
fine myself here to the remark that this, as any compulsion, 
should be opposed by the profession. 

Moreover, limitation interferes increasingly with the free 
choice of patients and doctors, and of necessity, however 
the doctor arranges it, some patients feel let down by him 
when they are removed from the list, which is to the 
detriment of doctor-patient relationship. I believe the pro- 
fessed aim could be achieved equitably and just as well by 
tapering off the capitation fee in a way that the top 500 
on the list do not offer any undue financial inducement. 

Regarding the wisdom and morals of pressing for our 
rights, there cannot be any doubt that some doctors are in 
financial straits, and nobody has the right to forgo a claim 
on their behalf. Others may regain by increased remuner- 
ation the little bit extra which may enable them to 
support good charitable or cultural causes, which has 
always been a privilege of the professional classes and 
which we should jealously guard. In this way, I am sure 
we can make a much more significant contribution to the 
common good, deciding ourselves, responsibly and according 
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to our conscience and ability, what our money the fruit 
of our work-——will be used for, instead of it disappearing, 
an insignificant drop in the ocean of levelled , 
which would happen if we forgo our claim 
Gillingham, Kent K. F. 


eXistence, 
I am, etc., 


M. Pote. 


Sir,—Drs. H. P. Hilditch and A. C. J. Saudek’s comments 
(Supplement, March 17, p. 92) with regard to the distribution 
of any increase in the general practitioner's pay are very 
much to the point. While no scheme of distribution can be 
perfect, improvement, aimed at encouraging good work, is 
long overdue. I do not, however, believe that small-list 
practitioners should receive additional payment because they 
have small lists. If there are local—e.g., geographical 
reasons why a list must be small, that is a different matter. 
3,500 patients may be possible for an energetic practitioner 
in a very compact urban district, but I can say from a short 
personal experience that it is quite impossible to do justice 
to that number in a semi-rural area. 

In short, a new outlook on mileage payments is needed. 
In our semi-rural practice, for example, only 4.44% of the 
total payment is for “ mileage.” 1 submit it should be at 
least 15 if it is in any sense intended to compensate for 
the additional time involved in running a semi-rural prac- 
tice—and of course proportionately higher as the practice 
becomes progressively more rural. The present system of 
mileage units is not unreasonable, but the method of loading 
is makeshift in the extreme. Surely even the urban practi- 
tioner who has but one patient seven miles out in the country 
should be entitled to proper payment therefor. Surely the 
time involved in “ country visiting” is roughly proportional 
to the number of mileage units except in quite exceptional 
localities. If the mileage fund were increased threefold 
the makeshift nature of the loading system would become as 
apparent as it would then be unnecessary. 

There must be many other local problems to which practi- 
tioners may feel consideration should be given. For example, 
we hear that the expenses ratio differs considerably in 
different parts of the country. And again, some areas hold 
a higher proportion of the aged. In the 1951 census of 
Warwickshire 13.5% of the population of Stratford-on-Avon 
was over 65 (as against, for example, 8% in Coventry 
while there was only 0.9%, difference in the 0-4 age group). 
Before the N.H.S. the practitioner had the means of adjust- 
ing himself to his conditions. To-day he can only appeal 
for adjustments to be made. It should not need to be a 
case of “bringing help to the needy,” but rather one of 
arranging fair remuneration for work done, with incentives 
for good work. The capitation fee cannot do this alone.— 
I am, etc., 
Stratford-on-Avon E. Evans. 

Sir.—From time to time I have been saddened by the 
stupidity of our so-called “learned profession”; at their 
lack of cohesion, their apparent dislike of associating with 
each other by attending B.M.A. meetings. In every dis- 
trict a small group of “enthusiasts” run B.M.A. affairs. 
My impression is that any other group (grocers, plumbers, 
manufacturers) are friendlier with each other than we. 

An example of this kind of selfishness among medical 
men which really shocked me was the letter of the Royal 
College of Physicians of Edinburgh (Supplement, February 
18, p. 55) opposing moves for increased remuneration. 
These gentlemen, more than one of whom has written a 
helpful and clever textbook on his subject, are misguided 
indeed when they obstruct the honest aim of our Negoti- 
ating Committee to procure for the lesser general practi- 
tioners and the country consultants the increment neces- 
sary to keep level, in part at least, with the increased cost 
of living. Surely these gentlemen, some of whom may have 
large incomes from private practice, and many of whom are 
approaching the end of their professional lives, are not so 
detached from medical politics that they have not noticed 
the tendency for advertisers seeking assistants to offer less 
remuneration than a year ago. The reason for this is that 
principals of practices find that the cost of day-to-day 


CORRESPONDENCE: 


SUPPLEMENT to tHe 
BRITISH Mepical 


199 
practice running has increased and with the same number 
of patients there is less for the assistant, who is often a 
married man, perhaps with a child. 

We all owe a big debt to our Association high-ups who, 
we must never forget, give so freely of their time and energy 
on our behalf without financial reward. Let them not be 
deterred by the few people who obviously have forgotten 
about the lesser half.—I am, etc., 

Dungannon CONN MCCLUSKEY. 

Sirk,—Correspondents have strayed very far from the point 
in this matter. If, like Mr. Aneurin Bevan’s friends, we 
were asking for more wages, the question of when to go, 
or not to go, on strike would be relevant. But we are not. 
As I understand it, we are merely asking the Government 
to implement Mr. Bevan's promise that our remuneration 
should be according to Spens : and Spens goes up or down 
with the cost of living, etc. If we are not entitled to it we 
certainly shall not get it. If we are, then we should have 
it as a matter of right and justice, not as a boon, 

There are many practitioners with children at expensive 
schools, etc.. who would be very happy with a little more, 
and those of us fortunate enough not to need it need feel 
no qualms. The inspector of taxes will see to it that we 
keep very little of the increase to spend.—-I am, etc., 


St. Neots H. C. CRAVEN VescH. 

Sir,—There is an old Chinese proverb: “ Be careful what 
you pray for, for if you pray hard and long enough your 
prayers shall be answered.” So let it be in the spirit of 
Dr. W. B. Hepburn, whose letter (Supplement, March 24, 
p. 102) penetrated this chickenyard correspondence like a 
ray of sunshine, where thousands of broody hens were 
scraping their own patch of earth for a private worm. 

I love general practice. I love the National Health Ser- 
vice for what we could make of it, but we will not meet 
the challenge of this ideal until (1) lists are cut down to 
a maximum 2,000 patients with no extra allowance for 
assistants; (2) capitation fees are adjusted on a sliding 
scale to give the doctor with 1,000 patients or under a 
living ; (3) there is a fund to provide adequately skilled and 
paid locums for four weeks’ annual holiday and in the event 
of sickness (this should not come out of the G.P.’s pocket) ; 
(4) interest-free loans are provided for modernizing sur- 
geries and equipment, or for acquiring these de novo. 

To look after one to two thousand human beings con- 
scientiously, doing some casualty surgery, dressings, immun- 
izations, superficial psychotherapy, birth control, etc., is 
a full-time job. If we were secured against sickness and 
holidays as our hospital colleagues are, and the small-list 
doctor could wait for his list to level up without the present 
crushing financial anxieties, we would be well on the way. 

It is monstrous how we younger generation are sold every 
time to our large-list seniors. I challenge anyone to tell 
me what other than witch-doctoring can go on in surgeries 
where 40 to 60 patients are seen of a winter's night. I have 
done such locums and reeled out praying for forgiveness. 
I am one of hundreds of “ unestablished practitioners "’ wait- 
ing for a practice of my own; but what is bitter is the 
thought of how we are all scrapping for what we imagine 
to be our own little ends, when doctor, State, and patients 
should grow up to see our joint goal—the nation’s health 
well cared for by the collective efforts of contented doctors 
—and let us remember that there is no direct ratio of in- 
come to contentment on this earth.-I am, etc., 


London, W.11 ELeANOR ETTLINGER. 

Sirn.—Dr. G. F. Green's letter (Supplement, March 24, 
p. 102) comes straight to the point. It is the “ rise in the cost 
of practising” which produces the hardship for the family 
doctor, far more than the rise in the “cost of living.” It 
does not arise in the case of the full-time hospital doctor, 
any more than to other workers who receive salaries or wage 
packets with no “cost of earning” beyond their travelling 
expenses to and from work. 
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The B.M.A. average figure of 33.4%. for practice expenses 
is interesting but of no practical value whatever, since it 
must vary down to a very low figure of perhaps 10 
(meaning a very handsome income) to produce such an 
average with figures in this and other neighbourhoods with 


fairly high standards of practice running at over 50 It 
one lived on the N.H.S. alone the figure might well exceed 
100%, ; but it is true that private practice and other sources 


of income are more readily available in more expensive 
neighbourhoods 

It would be wrong, on the other hand, for the public, the 
profession not concerned with general practice, or the 
Ministry of Health to imagine that private practice is lucra- 
tive and not even more affected by the “cost of earning.” 
Private fees are much the same as in 1914. Not only costs, 
but difficulties, are four times greater To visit a patient 
even within a two-mile radius and to find parking-space 
frequently consumes an hour of time, leaving less than halt 
an hour for one’s professional duties, and brings with it very 
considerably less profit out of a guinea fee than one’s char 
lady receives at 3s. an hour for somewhat less exacting duties 
and responsibilities. The remedy ts not an increase in the 
capitation fee I am, ete., 


> H. W. L. Broappent 


Status of the General Practitioner 
Sin,—The new out-patient department of the Barnet 
General Hospital was ceremoniously opened by the Minister 
of Health on March 23, and representatives of many sections 
of the public were invited. Strangely enough, the general 
practitioners of the district, whose co-operation is essential 
if this considerable expense is to be justified, were not repre- 
sented. Is this regrettable omission a reflection of the de- 
cline of the status of the general practitioner in the eyes of 
the administrators of our National Health Service ?—I am, 

etc., 
Cockfosters, Herts 


F. GUGENHEIM 


Association Notices 


Diary of Central Meetings 


April 
16 Mon Armed Forces Committee, 2 p.m 
16 Mon S.H.M.O.s Group Executive Committee, 2 p.m 
18 Wed Coal Gas Poisoning Subcommittee, Science Com- 
mittee, 2 p.m 
18 Wed Private Practice Commitice, 2 p.m 


18 Wed Public Relations Committee, 

18 Wed Welsh Committee (at Crown Hotel, Shrewsbury), 
2.15 p.m 

19 Thurs. G.M.S. Committee, 10.30 a.m 

19 Thurs. Staff Side, Committee C, Medical Whitley Council. 
10.30 a.m 

19 Thurs. Radiologists Group Committee, 11 a.m 

19 Thurs. Radiologists Group, 11.30 a.m 

19 Thurs. Full Committee C, Medical Whitley Council (at 


14, Russell Square, London, W.C.), 2 p.m 

20 Fri Science Commitice, 2 p.m 

23) Mon Staff Side, General Whitley Council (at 14, Russell 
Square, London, W.C.), 10.30 a.m 

23 Mon Scholarships Subcommittee, Science Committee, 
11.30 a.m 

23. Mon Subcommittee on Remuneration of Whole-time 
Medical Teachers, Full-time Non-professorial 
Medical Teachers and Research Workers Group 
Committee, 2 p.m 


23) Mon Full General Whitley Council (at 14, Russell 
Squa London, W.C.), 2.30 p.m 

24 Tues Stat! Side, Committee B, Medical Whitley Council, 
10.39 am 

24 Tues Full Committee B, Medical Whitley Council, 
2.30 p.m 

25 Wed Joint Subcommittee on the Future of the Oph- 
thalmic Services, Ophthalmic Group Committee 
and Faculty of Ophthalmologists, 2.15 p.m 

26 Thurs. Medico-Legal Subcommittee, Central Consultants 
nd Specialists Committee, 2.30 p.m 


27. «SOF ri Consulting Pathologists Group Committee, 2 p.m., 
followed by general meeting of the Group at 
4.30 p.m 

30 Mon Tuberculosis and Diseases of the Chest Group 


Commitice, 2 p.m 
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Branch and Division Meetings to be Held 

BIRMINGHAM Division.—At 154, Great Charles Street, Birming- 
ham, Tuesday, April 17, 8.30 p.m., meeting. Lecture by Sir 
Zachary Cope 

CAMBERWELL Division.—At Dulwich Hospital, East Dulwich 
Grove, London, S.B., Thursday, April 19, 8.45 p.m., annual 
general meeting Talk by Dr. Michael Ward: “Ascent of 
Everest.” (Date changed from April 10.) 

Croypon Diviston.—At the Greyhound, Croydon, Thursday, 
April 19, 7 for 7.30 p.m. to 12 midnight, annual dinner and dance 

Dersy Diviston.—-At Derbyshire Royal Infirmary, Thursday, 
April 19, 8 p.m., annual meeting 

Dewssury Diviston.—At General Hospital, Dewsbury, Friday, 
April 20, annual general mecting 

Fasr Surrotk Division.—At Anglesea Road Wing, East 
Suffolk and Ipswich Hospital, Thursday, April 19, 8.30 p.m., 
meeting 

ENFIELD aND Porters Bar Diviston.—At Eastern Gas Board 
Offices, Sydney Road, Enfield, Wednesday, April 18, 8.30 p.m., 
mecting Medical films: (1) “Allergic Diseases in Man”: 
(2) “ The General Practitioner and Rheumatic Disease.” 

Henpon Diviston.-At House of Commons, Saturday, April 
21, annual dinner 

LAMBETH AND SouTHWARK Division.--At Lambeth Hospital, 
Brook Drive, Kennington Road, S.E., Tuesday, April 17, 8.30 
p.m., annual general meeting 

LewisHamM Drviston.—At Lewisham General Hospital, Sun- 
day, Apri! 22, 10.45 a.m., clinical meeting 

MaccLesSFIELD AND Easr CuHesuire Diviston.—At the White 
Lion Hotel, Underbank, Stockport, Tuesday, April 17, 8.30 p.m., 
combined meeting with Stockport Division Address by Dr 
E. E. Claxton (Assistant Secretary, B.M.A.): “* Remuneration.” 

Marpsrone Diviston.—At Oakwood Hospital, Maidstone, 
Thursday, April 19, 8 p.m., business meeting. 

Merropouitay Counties Brancu.-—At B.M.A. House, Tavis- 
tock Square, London, W.C., Tuesday, May 8, 3 p.m., annual 
general meeting. President’s Address by Dr. Alistair R. French: 
* Negligence is an Ugly Word.” 

Mip-Herts Diviston.—At Wellington Court Clinic, Friday, 
April 20, 8.45 p.m., meeting 

NorrH Mipprtesex Diviston.—At Coroner's Court, North 
Middlesex Hospital, Silver Street, Edmonton, N., Tuesday, April 
17, 8.45 p.m., annual general meeting 

NortH OF ENGLAND BraNcH At Royal Victoria Infirmary, 
Newcastle-upon-Tyne, Thursday, April 19, 7.15 p.m., meeting. 
Clinical demonstration by Mr. J. Dudfield Rose: “ Investigation, 
Diagnosis, and Surgical Treatment of Biliary Disorders *’; 8.45 
p.m., address by Professor R. W. B. Ellis: * Some Problems of 
Ado'escence.”’ 

O_pHaM Drviston.—(1) At Albion Club, Queen Street, Old- 
ham, Monday. April 16, 9 p.m., meeting. Dr. M. J. Greenberg 
* Diagnostic Problems in the Thorax.” (2) At Oldham Royal 
Infirmary, Sunday, April 22, 11 a.m. to 12.45 p.m., Brains Trust 

READING Diviston.—At Reading Technical College, Kings 
Road, Reading, Wednesday, April 18, 8.30 p.m., joint meeting 
with Reading Branch of Pharmaceutical Society. B.M.A. Lec- 
ture by Dr. J. B. Firth: “ Consideration of Some Criminai Cases 
of Medica! Interest.” 

SouTHampron Drviston.—At Royal South Hants Hospital, 
Wednesday, April 18, 8.30 p.m., annual general meeting 

Srockporr Division.—At White Lion Hotel, Underbank, 
Stockport, Tuesday, April 17, 8.30 p.m., meeting to discuss the 
question of remuneration. Dr. E. FE. Claxton (Assistant Secre- 
tary, B.M.A.) will explain details of the betterment claim and 
hear views of the profession in the area of the Division 

Swinpon Division.-At St. Margaret's Hospital, Wednesday, 
April 18, 8.30 p.m., joint clinical meeting with Swindon Medical 
Society Talk by Dr. P. F. A. Watkins: “ The Rehabilitation 
Workshop,” illustrated with a film; followed by talk by Dr. T. B 
Binns: “ New Poliomyelitis Vaccine,” illustrated with lantern 
shid s 

West ann Fiint Diviston.—At Marine Hydro Hotel, 
Rhy! Thursday, April 19, 7.30 for 8 p.m., dinner; 9 p.m., annual 
general meetine. Short talk on current topics of interest by Dr. 
S. J. Hadfield (Assistant Secretary, B.M.A.). 

WiGan Division.—-At Lewis's Restaurant, Wallgate. Wigan, 
Thursday. April 19, 8.15 p.m., meeting. Lecture by Dr. W. H. R. 
Cook: “ Aftercare of the Diabetic Patient.” 

WILLESDEN Division.-At Physical Medicine Department, 
Willesden General Hospital, Harlesden Road,, N.W., Tuesday, 
April 17, 9 p.m., clinical meeting. Dr. R. A. J. Asher: “ The 
Use of Hypnosis in Practice,” with demonstration of cases. 
Members of Wembley and Hampstead Divisions are invited 

Diviston.—-At Woolwich Memorial Hospital, 
Shooters Hill. London, S.E., Tuesday, April 17, 2.45 p.m., 
paediatric seminar. Subiect: “ The Catarrhal Child.” Mem- 
bers > Dartford and Greenwich and Deptford Divisions are 
invitec 


Meetings of Branches and Divisions 
SOUTH-EASTERN Counties Division 
A meeting was held at Peel Hospital on February 12, 1956. 
Dr. Wilson took the chair, and 19 members were present. Dr. 
Douglas Robertson, guest speaker, gave a talk, entitled “* Recollec- 
tions and Revolutions,” about his experiences as professor of 
medicine at Mukden University in Manchuria. 


= 
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Neurosis Potential 


The rush and acceleration 
of civilisation’s headlong dash into 
the atomic age is bringing the 
syndrome exemplified by tension, 
neurosis and stress into ever 
greater prominence. 
provides an effective, 
short-term method of raising the 
anxiety threshold. Presenting 
phenobarbitone in concealed 
form (} grain to the dose), 
masked within a tonic cloak of the 
Vitamin B-complex, it permits 
B E P L E T E successful sedation in the patient 
mi with the over-anxious and 
Elixir — Tablets enquiring mind. 


Beplete Elixir is available in bottles of 4 fluid 


Wyeth ounces and as Tablets in bottles of 50. , 


Each tablet contains: Phenobarbitone B.P. 
0.25 gr., Aneurine Hydrochloride B.P. 1.5 mg., 
Ribofiavine B.P. 1.0 mg., Pyridoxine Hydro- 
The word ‘ Beplete’ is a registered trade mark of chloride B.P.C. at | -Yaeaianee B.P. 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE EUSTON ROAD, N.W.1 


OBTAINABLE AT ALL GOOD GARAGES 


These horns give a powerful 
and resonant warning, yet 
distinctive and pleasing. 
They are relatively light 
and compact for their power, 
easy to fit, and are supplied 
in blended pairs, one high 
note and one low note, oper- 
ated simultaneously to give 

a mellow and harmonious 
signal. Finished in 
ebony black, complete wit 
peresd and fitting instruc- POWERFUL 


tions etc. PENETRATING 
PLEASANT 


PRICE: 6 volt and /2 volt 
£4°7°6 


From your local garage or 
LUCAS WINDTONE HORNS 


IN MATCHED PAIRS 


JOSEPH LUCAS LTD., BIRMINGHAM. 19 


Nolet SOUND YOUR APPROACH / 
| 
~@ 

— 
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Doctor's 


DALMAS waterproof dressings provide safe and speedy first-aid 
for all wounds, cuts and common casualties. Self-adhesive, they are 


simple to apply and flex with every movement like a second skin. ' 
The special Doctor's Cabinet contains |80 dressings in seven sizes 
and shapes together with a spool of Daimas Strapping. Fully descrip- | n e 
tive literature will be sent on request. Cabinets, 16/8d. each 
Complete refills, |4/10d. each. 
DALMAS LTD., LEICESTER & LONDON. Established 1823 MSA 


VALOXYLIN 


Trade Mark 


Whole liver extract reinforced with vitamin BI2 


For the treatment of pernicious anaemia with or without neurological 
manifestations and for those other types of macrocytic anaemia which 


also respond to liver therapy. For sprue and as a general tonic. 


sy Literature and Prices on request. 


AN OXOID PRODUCT 


hames House, London, E.C.4 Tel. CENtral 9781 
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this Soft Diet!” 


You probably sympathise with the patient you put on a Soft 
Diet. . . he usually looks very glum as he imagines tedious gruels 
and unsatisfied hunger. 

But his imaginings can be groundless. With Heinz Strained Foods 
a Soft Diet can be both satisfying and pleasant nowadays. 

The wide range of Heinz Strained Foods provides all the variety 
your patient expects to miss. They contain no strong seasoning and 


all coarse fibres are removed. 

Heinz Strained Foods are prepared and cooked by scientific 
methods to conserve maximum nutritive values, making them 
actually more nutritious than similar foods prepared at home. 

For hospital use, Heinz Strained Foods are obtainable in 15}-oz. 
cans from the usual suppliers or direct from H. J. Heinz Company 
Ltd., Harlesden, N.W.10. 


“HEINZ Strained Foods 


APRIL 


make a Soft Diet interesting 
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Here's a typical 
Soft Diet Menu— 

and it’s delicious ! 
Soup: Heinz Strained Bone 
and Vegetable Broth with 
milk added. 

Main Dish: Lightly poached 
sweetbreads served with 
Heinz Strained Tomato Soup. 
Sweet: Heinz Strained Prunes 
with whipped cream. 


HEINZ STRAINED FOODS 


Beef Broth with Beef and Barley 
Beef and Liver Soup 
Bone and Vegetable Broth 
Chicken Broth with 

Vegetables and Cereal 
Tomato Soup - Vegetable Soup 
Beetroot - Carrots - Peas 
Green Beans - Creamed Spinach 
Apple, Prune and Custard 
Apples - Egg Custard with Rice 
Piums with Semolina 
Prunes with Cereal 
Creamed Cereal 
Chocolate Pudding 
Apricots with Rice 
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WORLD. :MEDICINE 


A monthly journal of informative abstracts — 
covering every important article published in over 
1,600 medical periodicals throughout the world ~ 
dealing in each issue with a comprehensive range 


of subjects. 


Allergy Nutrition and Metabolism 
Anaesthetics Otorhinolaryngology 
Bacteriology Paediatrics 
Cardiovascular Diseases Pathology 
Chemotherapy Pharmacology 
Dermatology Physical Medicine 
Endocrinology Psychiatry 

Forensic Medicine Public Health 
Gastroenterology Radiology 
Haematology Respiratory Diseases 
History of Medicine Rheumatic Diseases 
Industrial Medicine Tropical Medicine 
Infectious Diseases Tuberculosis 

Medical Genetics Urogenital Diseases 


Neurology and Neurosurgery Venereal Diseases 


A specimen copy may be obtained free from the Publishing Manager os ANNUAL SUBSCRIPTION 


(12 tsswes) £4 4s 


‘BRIT ISH MEDICAL ASSOCIATION USA. AND CANADA 


B.M.A. House, Tavistock Seune, London, W.C.1 


THE WORLD'S GREATEST BOOKSHOP 


* FOR BOOKS* 


FAV-ED CENTRE FOR MEDICAL BOOKS 


All new’ Books available on day of publication. 
Secondhand and rare Books on every subject. 
Stock of over three million volumes. 

Foyles have depts. for Gramophone Records, § 


tationery. 
Music, Handicraft Materials, Lending Library, Magazine 
Subscriptions, Foreign Stamps. 


119-125 CHARING CROSS RD., LONDON, W.C.2 
Gerrard 5660 (20 lines) Open 9-6 (inc. Sets.) 
Two minutes from Tottenham Court Road Station 


Brand ’s 


MEAT PROTEIN FOODS 
FOR BABIES 


The makers of Brand’s Essence are pleased to introduce 
Brand’s Strained Protein Foods for Babies. 

Brand’s Strained Beef and Brand's Strained Veal are all 
| fine table-quality meat, ground to a smooth meat purée and 
| moistened with meat broth. A littlesalt isadded for flavouring. 

Clinically tested, Brand's Strained Protein Foods were 
very well received and very well tolerated. They are recom- 
mended as an addition to normal infant diet, and are 
especially helpful during weaning. They can be given from 
the age of 34 to 4 months onwards. 


Some of my ee. ‘{ | Brand’s Strained Protein Foods are free from preserva- 
own treatment, eh? r \ | tives; heat-sealed and sterilized, in 1} oz. glass jars. 

Thank you, nurse Professional samples and literature on request. 

BRAND’S 

STRAINED BEEF STRAINED VEAL 
Sleep sweeter 

A B ad if i 4 "Y Brand’s well-known Chicken Broth, Bone & Vegetable 
3 ourn Vl a Broth (thick or clear), and Strained Prune, are also avail- 

Made by Cadburys , able to help in providing a properly varied diet. 


BRAND & CO. LTD., MAYFAIR WORKS, VAUXHALL, S.W.® 
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and order of anpearance 
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APRIL 14, 1956 


L 


GAS COUNCIL FILM LIBRARY, | GROSVENOR PLACE, LONDON, S.W.|I, 


‘‘Dense fog during 
January 4 to 6, 1956 
caused almost 


| 
| 
| 
| 

1,000 additional deaths ! 

in Greater London’’ 

| 
| 
| 
| 
| 
| 
| 
| 
_| 


C7 THE GAS INDUSTRY’S FILM 


Please write to the 


asking for illustrated catalogue of 


Gas Council films with 
Booking Forms 


THE GAS COUNCIL 


“This is the third 
major fog mortality 
incident in 

London since 1948” 


(British Medical Journal, 
3ist March, 1956.) 


GUILTY CHIMNEYS 


was shown in the House of Commons 
prior to the debate on the Clean Air Bill in 
1955. It reviews the 1952 smog disaster 
quite objectively. 


Have you seen it? 


Copies free on loan to approved 
borrowers. 


For over-acidity prescribe 


VICHY 


CELESTING 


WORLD-FAMOUS FRENCH SPA 


Bottled as it flows from the Spring 


Holding an undisputed place in the 
therapeutics of rheumatism and 
arthritis, as well as in disorders of 
the digestive and urinary tract, 
Vichy-Celestins is invaluable to 
sufferers from these ailments. 

Sole Agents in the United Kingdom 


INGRAM & ROYLE LTD. 
50 Manchester Street, Loodon, 


APRIL 14, 1956 


Irainee General Practitioners —contd. 


Trainee, either sex, live out, semi-rural, private 
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Luton and Dunstable Hospital, Luton, Beds 


Locum Consultant Surgeon 


The Organisers of the London Medical Exhibition present their annual 
regional Medical Exhibition 


CARDIFF 
MEDICAL EXHIBITION 
City Hall. Cardiff 
7th to Lith May, 1956 


Open daily from I1 a.m. to 6.30 p.m. 
(7.30 p.m. on Wednesday, 9th May) 


For professional men in Wales and the West this exhibition will 
provide an event of more than usual medical interest and importance. 
On Monday, 7th May, at 11.30 a.m., the Exhibition will be officially 
opened by Professor F. Grundy, M.D., M.R.C.P., M.R.C.S., 
D.P.H., Mansel Talbot Professor of Preventive Medicine, the 
Welsh National School of Medicine. 

The very wide range of exhibits by many leading British firms 
will demonstrate the latest developments in medical practice and 
will include ethical medical preparations, surgical instruments, 
medical equipment, books, hospital equipment, etc. There will be 
daily performances of films selected for their exceptional medical 
interest, and facilities will be provided on the premises for obtaining 
light meals and refreshments. Copies of the invaluable reference 
book, The London Medical Handbook, will be available to visitors 
at the specially reduced price of 2s. 6d. 

Admission is by official invitation card, posted to arrive by 30th 
April. Letters referring to non-arrival of invitations should not 
be sent before that date. 


Applications for further information should be addressed to: 
The London Medical Exhibition, 194-200, Bishopsgate, 
London, E.C.2; 
or direct to: 
The Cardiff Medical Exhibition, City Hall, Cardiff. 
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MANCHESTER REGIONAL HOSPITAL BOARD 


WHOLE-TIME, NON-RESIDENT ASSISTANT 
ANAPSTHETIST 
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APPOINTMENTS 
Applicants should state name, address, age, nationality, qualifications, and enclose 
(unless otherwise specified) one copy each of 3 recent %& testimonials with short 
statement of experience and appointments held. 
Applications should be sent at once if no closing date is given. 
Canvassing in any form will disqualify. 


tw SERVICE MEMBERS may have difficulty in supplying recent 
extimonials, but this should not deter them from applying 


| A fully registered medical practitioner who is liable for National Service must obtain deferment 
of recruitment in writing from the Central Medical Recruitment Committee or (in Scotland) 
he Scottish Central Medical Recruitment Committee before accepting any civilian appointment 

The position of provisionally registered medical practitioners who are liable for National 
Service has been made clear in a notice sent to them by the Ministry of Labour and National 
Serv me 

SALARY SCALES OF JUNIOR GRADES OF HOSPITAL MEDICAL STAFF 

Registrar Grades, Whole-time 

(a) REGISTRAR Posts obtained normally not less than two years after registration as a 

titioner and held normally for two years: £850 per annum in the first year; £965 per 


medical pr 


annum on the second and anv subsequent years 
(6) SENIOR REGISTRAR: Posts obtained normally not less than four years after registration 
8 a Medical practitioner and held normally for four years; £1 100 per annum in the first vear; 


£1,200 per annum in the second year; £1,300 per annum in the third year; £1,400 per annum 
m any subsequent years 
Other Grades, Whole-time 
(a) HOUSE OFFICERS 
(i) Provisionally registered medical practitioners £425 per annum tor the first post held; 

£475 per annum for the second and all subsequent posts held 
provided that the employing authority (subject in the case of a Hospital Management Commitice 
to the consent of the Regrona!l Hospital Board) shall have discretion to determine that the remun 
eration of any officer holding his first post in the National Health Service as a House Officer 
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CLASSIFICATION 
and order of appearance 


Practices 
Partnerships 
Assistantships 
Trainee General Practitioners 
Locums 


APPOINTMENTS 
including pre-registration 
under appropriate specialty headings, as follow: 


Anaesthetics Obstetrics and 
Blood Transfusion Gynaecology 
Casualty Ophthalmology 
Orthopaedics 
Chest and Tb. Paediatrics 
Dental Pathology 
Dermatology Physical Medicine 
E.N.T. Plastic Surgery 
Geriatrics Psychiatry 
Radiology 

Infectious Diseases Radiotherapy 
Medicine Rheumatology 
Neurology Surgery 


Neurosurgery 


Thoracic Surgery 
in the following order : 
Consultants, S.H.M.O.s, Registrars, 
Clinical Assistants, J.H.M.O.s, Senior 
House Officers, House Officers, Pre- 
registrations. 


present Box A.483 BMJ 
Applications are invited tor urban vacancy of 


and Desmond Feltham 2404 


HAMPSHIRE, SOUTH. COUNTRY SINGLE- 


st RETIRED PRACTITIONER, ACTIVE, salary £1,200 Bo A4534. BMJ 


Waated, Assistant with view. Obstetrics essential. 


dor retiring. List at pr nt approximately 2.250 South Y<« st industrial Salary #850 £150 
fen surgery availabi Intermediate car expenses. Free house.—Box 4.4507. B.M.J 
areca Apply on Form E.C.16A not later than Wanted, Assistant, single, Protestant. Live in. 
Apri! 26. 1956. to the undersigned —R. S. Wilkins Car provided. Croydon area. May 1,.—Box A.4432 
k. Bath Executive Council, *. Henrictta Strect BMJ 
Bath (6149) Wanted, mid-June, Assistant with View, Lon- 
HIGHBRIDGE, Somerset don, W.6. Easily worked practice. Rota. Picas 
ce ant. co-operative colleague required, Car essential 
Applications are invited vacancy (semi | Box A.4523, BMJ 
du t resianahion arising in or carlicr t 
$.889. of which 7@ are dispensing patients. Resi Assistant required in East Midland City. Salary 
fence and sursery available for purchase. Applica- about £1,100 and flat offered Midwifery and 
tions. on Form E.C.16A, before April 28, 1956, t general practice experience an advantage. Oppor- 
the Clerk. Somerset Executive Council. 11. Elm tunities for a suitable candidate —Box A.4533, 
burst Road. Weston-super-Mare. Somerset (6178) BMJ 
Assistant wanted by two partners, Middlesex, No 
midwifery Outdoor Car supphed irish 
PRACTICES (Exchange) preferred. Salary by arrangement.—Drs. McCarthy 


Assistant wanted, immediately, in Birmingham. 


hand 7 ractice L ist 3 000. for similar London Commencing salary £1.300, inclusive of car allow 
or Brighton Box PR 4503. BMJ ance Modern partly furnished flat and garage 
rem free. Rota Any nationality —Box A.4508 

NERSHIPS (W: 
PARTNERSHIPS ( anted) Assistant with view, wanted by Indian doctor. 
PARTNERSHIP) RURAL /COUNTRY TOWN | UMfurnished house, rapidly growing Birmingham 
wanted by principal years tarse N.W. practice Capable develop practice —-Box A.4506 

‘ ac 

Desiring asicr, clean onditions k fa 

4504 BM Experienced Assistant with View, required S.F. 
Coast, excellent opening tor keen man Inclus:v« 


mal! salaried Partnership in Bournemouth Female Assistant required now, for firm of four. 
Poo le area Capital availabie for additional ac Wolverhampton area Live out. car owner. Ampic 
mmxtaton.—Box PA.4520. BMJ leisure. Good salary —Box BMJ 


shall be £475 per annum if they are satisfied that the officer has held ast one hospital post 
of house mm the ational ealt ervice and supe seu Dy appropriate specia Sta Cc 
onsulting Rooms, etc 
(ii) Fully registered medical pra mers £525 per annum for any post held; eee rT a d Houses for Sale - 
| provided that in exceptional circumstances, subject to the consent of the Minister, this rate may | epublic o relan N ° 
be exceeded by up to £50 per annum where a post cannot be filled otherwise Overseas ursing Homes 
In each case under sub-sections (1) and (ii) above, a deduction of £125 per annum in respect University and for Sale 
- board me lodging and other services provided shall be made and each post shall be tenable Research Accommodation, etc. 
or Mmontns P 
rsonal Hotels 
ib) SENIOR HOUSE OFFICER Posts obtained normally not less than one year (in Ne bg 
Scotland, two years) after registration as a medical practitioner and normally held for one year | aeons . ane rena Hire 
only: £745 per annum ucational a otor Cars, Hire, ete 
(c)} JUNIOR HOSPITAL MEDICAL OFFICER Officers who have held house appoint- Lectures Miscellaneous 
ments but who are not Registr rs and k, 1 have less responsibility than other hospital officers Situations (Non-med.) Agents 
of non-consultant status: £ (for an offeer appointed not less than one year after full registration . | 
4s a Medical practitioner) by £50 to £1,075 per annun Pharmacists, etc. | Homes 
Rates b : ac 
ALL NATIONAL HEALTH SERVICE HOSPITAL APPOINTMENTS ARE 
IN ACCORDANCE WITH THE TERMS AND CONDITIONS OF SERVICE 
advertised in the Journal ca sent by AIR 
Those intending to apply for resident appointments in the Registrar erades are recommended to MAI The minimum cost is 3s. per week. which 
make inquiries with regard to the deductions proposed for board and lodging at the time of covers up t three separate headings additional 
submitting their applications, where this is not stated in the advertisement headings Is. cach 
(25,1 55) Please state type of vacancy and remit to the 
Advertisement Director, B.MJ 
PRACTICES (Executive Councils) ASSISTANTSHIPS VACANT ASSISTANTS AVAILABLE 
For vacancies (except these im Scotland) apply on Box A.40i1 thanks all applicants. Post now Wanted. Assistantship with View. Jewish, 
form E.C.16A, obtainable from the Executive filled Trinity. MB B.Ch., 29, marricd Car owner 
Council. Mark envelope Vacancy. Wanted. Assistant, London Central. Salary P., 1S me P 
£1,100 per annum inclusive Regret no at where considere mple capital tor ouse pur 
BATH chase. Free now —Box A.4522, B.MJ 


Assistantship with definite View sought by N.U.L. 
graduate M8 BCh, MAO. DRCOG. 
qualified six years. Obstetric, gynaecological, HS.. 
H.P., paediatrics, R.A.M.C. (graded specialist ob- 
stetrics), and general practice. —Box A.4536, B.MJ 

Doctor available for morning surgeries, week- 


ends, ¢ wn car.—Phone TAT. 1769 evenings 

Exper.enced London Graduate available evening 
or week-end surgcrics in London.—Phone MAI 
6306 


Experienced St. Thomas's man, Chelsea resident, 
available part-time, London area. Car. Telephone 
—Box A.452!1. B.MJ 

Irish graduate, hospital, R.A.VLC.. trainee. 
marricd. car owner, requires Assistantship Free 
June Box A.4524, B.MJ 

Small list practitioner available part-time in Fast 
and North London.—Apply, Box A.4537, B.MJ 


TRAINEE GENERAL 
PRACTITIONERS (Vacant) 


Wanted immediately, Trainee. Married, car 
owner. West Country, rural practice —Box T 4510, 
BMJ 

Protestant. Car owner. Good accommodation. 
Early June. Country practice North Cumberland 
seaside. T.4509. 

Trainee, male, required mid-June, London, 
Free furnished accommodation. Suitable married 
couple without children. Car owner. Salary £775 
plus £150 car allowance. —Box T 4346. BMJ 
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Trainee General Practitioners—contd. 


Trainee, either sex, live out, semi-rural, private 
and NHS Partnership of tw J. B. Bamford 
40. St. Marv’s Street. Ely, Cambs. 

Irainee required in Derby ; large mixed practice : 
four partners amp ume tor study and recreatior 
car owner. if possibic live out Sandard emolu 
ments —Box 1.4529, BMJ 

Trainee required, Male. Outdoor. Car owner. 
Surrey suburban practice Box 1.4525, BMJ 

Trainee required. Single-handed practice in 
pleasamt cathedral city Ampic time and facilities 
for study Comfortable furnished accommodation 
available Dr H Royle isi, Fulford Road, 
York 

Trainee, single, male, Garden City partnership. 
Car required Live out. Good board accommo- 
reasonable £925 inclusive —Box 
T 44 is 

Trainee vacancy, either sex, early June, for rural 
practice near Tunbridge Weils Car wer Ac- 
commodation for single Practitioner Howell 
* Birnam Brenchicy, Kent, 


LOCUMS (Vacant) 


Wanted, Locum and Wife or Woman Doctor. 
June 9-30. Central London practice No mid 
wilery Car not essential Box L.4513, B.MJ 

Wanted, Locum for industrial practice in Mid- 
land town from July 9 to September 9 No mid 
wifery Partner remaining —Box L.4514. BMJ 

Wanted, Woman Locum, Northamptonshire town, 
May 13 to 27 £20 per week Car, board and 
lodging provided Box 1.4409. BMJ 

Wanted, Young Locum, single, male, car owner. 
Midwifery. sole charge, June 15-30 inclusive. Terms 
by arranecment.—Dr. Manning, 1, Wogan Road 
Pembroke Tel. 234 

Experienced Locum required May 4 to 12; also 


August 7 to 23. Pleasant country N.W_ Lancashir 
18 guineas weekly, plus car allowance Box L.4439 
BMJ 


Also five weeks 
Arlington Road 


Locum required, April 16-29. 
May or June —Dr. Emslic, 3 
Eastbourne Tel. 1423 

Locum required for 2 weeks during August.— 
Dr. Bust, Wesham, Kirkham, Lancs 

Locum required, 2 weeks from May 16 gens. 
weekly Accommodation, car allowance Sma 
Lancashire town, 2.700 pancl —Box L.4$15, B.MJ 

Locum wanted, Midiands, July | to 22, inchusive. 
Live in. Own car.—-Box L.4540, BMJ 

Locum wanted for five weeks or as arranged. 
from end of May Near Lakes Comfortable 
lodgings for single person Car essentia Work 
light Box L.4530, BMJ 

locum wanted, middle or tater April, for 3 
weeks Live in Car available One remaining 
partner Dr. Keay 165. Park Grove, Barnsley, 
Yorks 

Lecum wanted, with car. June, July, August. 
Accommodation provided 18 gens. pw. including 
car Rota Near Newcastic-under-Lyme Box 
L.4812, B.MJ 

Rural Locum, with car. hospitality wife /family 
dog, thre weeks trom end May. ex-Forces pre- 
ferred —-Dr. Richards. Chieveley. near Newbury 

Woman's mixed practice, Warwickshire. May 
28 to June 13. Car provided. 16 guineas weekly 
—Box L.4527, BMJ 

Barnet General Hospital 
Wellthouse Lane, Barnet, Herts 

Locum Tenens Casualty Officer (S.H.O. grade) 
required, two weeks from June 25 Apply to 
Hospital Secretary (Barnet 7421) (5661) 


Barnet General Hospital 
Welthouse Lane, Barnet, Herts 


Locum Tenens Orthopacdic Surgeon (S.H.M.O.) 
required for period Aprit 23 to May 17 Apply 
to Hospital Secretary (BARnet 7421) (4479) 


Bedford General Hospital (437 beds), 
Kimbolton Road 


Locum House Sorgeon (mainly orthopaedic) 
required immediately Salary £9 10s. per week 
Applications. with two testimonials, to Group Scc- 
retary. Bedford Group Hospital! Management Com 
mittee, 3. Kimbolton Road, Bedford 2 


(54882) 


Edgware General Hospital, Fdzware, Middlesex 


Locom Casualty Registrar 
required immediately for three weeks : Apply to 
Medical Director (telephone EDGware 2381). (6014) 


Leeds Regional Hospital Board 


Whole-time Resident Locum Tenens Assistant Chest 
Physician (S.H.M.O. scale) 

Required tor duties mainly at Bradley Wood 
Sanatorium. near Huddersfield Applications, stat- 
ing age, qualifications and details of present and 
Previous appointments, with dates together with the 
names and addresses of three referees, 10 the Sec- 
retary, Leeds Regional Hospital Board, Park Parade 
Harrogate, as soon as possible. (6033) 


AprIL 14, 1956 


BRITISH MEDICAL JOURNAL 


Luton and Dunstable Hospital, Luton, Beds 


Locum Consultant Surgeon 
tull time of Maximum se€ssionms required as 
m May 1, 1956, probably for a period of three 
months Applications should be sent to the under 
signed as soon as possible.—R. E. Lingard, Luton 
and Hitchin Group Hospital Management Com- 
mittee, St. Mary's Hospital, Loton (6034) 


Medway and Gravesend Hospital Management 
Committee 


Locum Orthopaedic Registrar 
required for one to two months Salary £17 10s 
per week Apply. with full details and testimonials 
to Group Secretary, 20, Star Hill, Rochester. (6116) 


Moorgate General Hospital (355 beds, 38 cots) 
and Badsley Moor Lane Hospital, Rotherham 
(70 beds) 


Locum Senior House Officer (Medicine) 
required) Residential emoluments £140 per annum 
Applications, with names of three referees, to Sec- 
retary, Hospital Management Committee * Fern 
Bank Doncaster Road, Rotherham (6035) 
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MANCHESTER REGIONAL HOSPITAL BOARD 
WHOLE-TIME, NON-RESIDENT ASSISTANT 
ANAESTHETIST (S.H.M.O.) 
to the Stockport and Buxton Group of Hospitals 
(Stockport Infirmary, ctc.), and possibly with some 
duties in the Macclesfield and District Group of 
Hospitals Good experience and higher qualifi- 
cations essential Application torms from the 
Senior Administrative Medical Officer to the Board, 
Cheetwood Road, Manchester, 8, to be returned by 
April 1956 (6152) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


ANAESTHETIC REGISTRAR 
Laited Norwich Hospitals 
Post provides wide experience and recognized for 
DA. and FF.A Appointment for one year, re 
newable for second year Applications, stating 
age, experience. and the names of three referees, 


to the Board's Senior Administrative Medical 
Officer, 117, Chesterton Road, Cambridge. by April 
WwW. 1956 Candidates invited to visit hospitals by 


direct arrangement with H.M.C. Secretary, Norfolk 
and Norwich Hospital (6073) 


Romford Group Hospital Management Committee 


Locum Assistant Psychistrist 
(Registrar or S.H.M.O.) 

required at the Ingrebourne Centre, St. George's 

Hospital, Hornchurch, for some months Wide 

experience in psychiatry and psychotherapy and pre 

terably also some experience of child guidance 

Applications, with names of three referees, to the 

Group Secretary, Oldchurch Hospital, Romford 

from whom turther particulars can be obtained 
(5493) 


St. Helier Hospital, Carshalton, Surrey (711 beds) 


Locum Part-time Paediatric Registrar 
(half-time) for indefinite period from May 8 
Apply immediately to Group Secretary at above 
address (6072) 


Welsh Regional Hospital Board 


Whole-time Locum Tenens Consultant 
in General Sureery required Barry Accident Hospi 
tai June 2! to July 22, 1956. Applications, naming 
two referees to Tempie of Peace 
Cathays Park, Carduf (6241) 


Welsh Regional Hospital Board 

Whote-time Locum Tenens S.H.M.O. 
in Traumatic Sureery required St. David's Hospital 
Cardiff. April 30 to May 13, 1956 Applications 
namine two referees, to SAM.O., Temple of 
Peace, Cathays Park. Cardiff (6242) 


LOCU MS (Available) 


H.S. Requires locum any type, near 
Manchester, Aug.-Sept—Box L.4511, B.M_J. 

Locum available. Partnership or sole churee. 
Own car.~Box L.4501, B.MJ 


APPOINTMENTS 
ANAESTHETICS 


MANCHESTER REGIONAL HOSPITAL BOARD 


MAXIMUM PART-TIME CONSULTANT 
ANAESTHETIST 

to the Bolton and District Hospital Centre (Bolton 
Royal Infirmary, 237 beds; Bolton District General 
Hospital, 604 beds, etc.) Wide experience and 
higher qualifications essential, appointee to live in 
area. Application forms from the Senior Adminis- 
trative Medical Officer to the Board, Cheetwood 
Road, Manchester. 8, to be returned by Apri! 74 

(6150) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


CONSULTANT ANAESTHETIST 
(Maximum Part-time) 
required with dutics in Grimsby and Louth Appli- 
cation forms and further details from Semor Ad 
ministrative Medical Officer, Shefficld Regional 
Hospital Board, Old Fulwood Road. Shefficld. 10 
Forms to be returned by May 12. 1956 (6036) 


UNIVERSIFY OF ALBERTA HOSPITAL 
Edmooton, Canada 


ANAESTHETIST 
required Starting salary for individual with two 
vears’ postgraduate training $7,350 per annum. DA 
$8.350 per annum Three annual increments of 
$500 after Canadian Certification obtained. Gener- 
ous provisions for sick benefits, vacation and pen- 
sion Transportation joan available if desired 
Apply. eiving references. photograph, first letter 
to the Medical Superintendent. (5404) 


LEEDS REGIONAL HOSPITAL BOARD 
— 
REGISTRAR 
Vacancy in Anaesthetics in Halifax Group (approxi- 
mately 280 beds in surgical specialtics). Resident 
Applications, stating age, qualifications and details 
of present and previous appointments (with dates), 
together with the names and addresses of threc 
referees, to the Secretary, Joim Registrars Com- 


mittec, Park Parade, Harrogate, by April 19, 1956 
($783) 


NUNEATON HOSPITALS 


REGISTRAR in Anaesthetics 

Experience specialty essential Non-resident 

Recogmzed for F.F.A Application forms from 

Group Secretary, Coventry and Warwickshire Hos- 

pital, Coventry, to be returned before April 23, 

1956 Candidates may visit hospital (6037) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Leicester Hospitals 


Whole-time Non-Resident REGISTRAR 
(Anaesthetics) 
required to work at hospitals in the areca of the 
cester Nos. 1 and 2 Hospital Management Com- 
mittee Groups, the principal hospitals being the 
Leicester Royal Infirmary, the Leicester General 
Hospital and the Lcicester Isolation Hospital and 
Chest Unit Appointment for one vear in first 
nstance Apply to Secretary. Shefficld Regional 
Hospital Board, Old Fulwood Road, Shefficld. by 
April 23, 1956, giving age. nationality. qualifica- 
tions, present and previous appointments (with 
dates), naming three referees (6099) 


SHEFFIELD REGIONAL HOSPITAL BOARD 
Montagu Hospital, Mexborough (168 beds) 
(Recognized for training for the D.A. examination) 


Whole-time Resident REGISTRAR (Annesthetics) 
required. Post becomes vacant June 20 Appoint- 
ment for one year in first insjance. Apply to Secre- 
tary, Shefficid Regional Hospital Board, Old Ful- 
wood Road. Sheffield, by April 23, 1956, giving 
age, nationality, qualifications, present and previous 
appointments (with dates), naming three referees 

(6038) 


WELSH REGIONAL HOSPITAL BOARD/ 
UNITED CARDIFF HOSPITALS 


REGISTRAR IN ANAESTHETICS 

Successful candidate will work as member of 
Department of Anaesthetics, Cardiff, partly in the 
Teaching and partly in the other hospitals in Cardiff 
Duties may include undergraduate teaching and 
assisting with research. Non-resident. Subject to 
review end of first year Application forms from 
SAM.©., Temple of Peace, Cathays Park. Cardiff 
within fourteen days (6119) 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITTEE 
Applications are invited for a post of 
ANAESTHETIST 
of J.H.M.O. status, for services within the Barrow 
and Purness Hospital Group Resident or non- 
resident Post. which is recognized for D.A., is 
tenable for four years, but may be renewed at end 
of period Applications to Group Secretary, ‘2 
Paradise Street. Barrow-in-Furness (6189) 


ROYAL NORTHERN HOSPITAL 
Hotloway, 


SECOND RESIDENT ANAESTHETIST 
(S.H.0. gerade) 


required beginning of May, 1956 Appointment 
recognized for D.A. Applications t be sent to the 
Hospital Secretary by April 24, 1956 (6182) 
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Anaesthetics —contd. 
GLOUCESTERSHIRE ROYAL HOSPITAL 


RESIDENT ANAESTHETIST (S.H.O. grade) 
red f 


; Post which is recognized for 
xamination, vacant mid-Ap 
App ation naming two referee t Group 
Hospital, Southgate Street, Gloucester 

(5861 


HAROLD WOOD HOSPITAL 
Harold Wood, Psscx (near London) (415 beds) 


SENIOR HOUSE OFFICER (Anaesthetics) 
(Resident) 
Main eencral and casualty hospital in Group 


Re n for DA and Apply, giving 
full details. to the Hospital Secretary. (lel Inger 
bourn (6074) 


MID-AKENT HOSPITAL MANAGEMENT 
COMNESTTES 


RESIDENT AN -AESTHE 
plicat are invited for the appointment of 


Resident Anaesthetist for joint duties at the West 
Kent Ge «6Hospital and the Kent County 
Or almic and wa pital, Maidstone. (Total 
beds 4 The post which is of Senior House 
Off rade, will be vacant June, 1956, and carries 
as t less £150 for residential 
em serience under Consultant 
Anaesthetists and the post is recog 
nized for the F_F.A. Examination Applic a- 
tioms stating age, nationality, qualifications and ex- 
m ’ toeether with the names of two suitabic 
referees. should be forwarded to the Administra- 
ti (rttic West Kent General Hospital, Maid 

1 (6187 


SEWPORT, MON, ROYAL GWENT HOSPITAL 
(260 beds, 10 residents) 
(Recognized 1D.A. and F.P.A.) 


SENIOR SE OFFICER (Anaesthetics) 


required went Salary £745 per annum 
Previous ‘ ren in sp ality unnecessary Suc 

cess! wndidate will receive thorough training 
from the ¢ sultants. May also attend neighbour 

ina hospitals when proficient Write, quoting two 
ref I \ Jones, Group Secreta 64. Car ? 
Road. Newport, Mon (S788) 


NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE 


Crumpsall Hospital, Manchester, 


nvited for the post of 
“Hot OFFICER (Anoesthetics) 

\ ind DA Applications 
particulars and two referees, to Group 
tary, Crumpsall Hospital, Manchester, § 

(6075) 


OLD TAM AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTER 


APPOINTMENT OF SENTOR ANAESTHETIC 
HOt SF OFFICER 


App ation ire invited h 
Senior Anaesthetic House Om r (Resident) for 
duties at the Oldham Royal Infirmary (190 beds) 


! the Oldham and District General Hospital (96 
beds), vacant on June 1, 1956 The hospitals are 
recognized for the D.A Applications, giving age 


sex. nationality, qualifications and previous appoint- 
ments, t ther with the names of three persons t 
whom r nee may be made if desired, should t 


forwarded forthwith to the Group Secretary, Old- 
ham and District Hospital Management Committee 
Central Offices, Rochdale Road, Oldham. Please 
quote Ref. No. (6244) 


PLY MOLTH, SOLTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Corawall Hospital, Plymouth 


SENIOR OFFIC ER im Anaesthetics 
vacant Ju Recognized for the D.A. and 
FFARCS The appointment will be for a 
period of twelve months Arthur R. Cash, Group 
Secretary, 7. Nelson Gardens, Stoke, Plymouth 

(590 


7) 


SHREWSBURY, ROVAL SALOP INFIRMARY 
AND COPTHORNE HOSPITAL (500 beds) 


RESIDENT ANAESTHETIST 
(Senior Howse Officer) 

Post recognized for F F.AR CS Vacant June 
1 1956 Applications and copy testimonials to 
Group Sec. Royal Salop Infirmary, Shrewsbury 

(S810) 


THE LEICESTER ROYAL INFIRMARY 


Anplications © invited for the post of 
se HOU SE (Anaesthetics) 
vacar %. Rex d for D.A., F.F.A 
Applications tating age a tions and exper 
en with pies f recent testimonials, to the 


Group Secretary. No. 1 Hospital Management Com 


mittee. The Leicester Royal Infirmary, by 
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WARRINGTON INFIRMARY (172 beds) 
App ms are invited trom ‘om ms experienced 
nm anacs cs for the p 
RESIDENT AN 
(Male or female) 
(Graded as Senior House Officer) 
The hospital is recognized tor the D.A. cxamina 
Salary is £745 per annum, less a ded 
of £130 per annum tor |! jential cm 
Applications, stating qualifications and 
snould be sent to H. L. Boot, Group Secretary 


Warrington and District Hospital Management 
Committee c/o General Hospital, Warrington 
(S631) 


Lancs 
SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 


HOUSE OFFICER (Anaesthetics) 
Post recognized by the Faculty of Anacsthetists 
Applications to Group Secretary, West Middlesex 
Hospital, Isleworth, by April 24, 1956 (6155) 


BLOOD TRANSFUSION 


SCOTTISH NATIONAL BLOOD TRANSFUSION 
ASSOC TATION 


ASSISTANT ME bic AL OFFICER 
Applications are invited for this post in the 
Western Regional Blood Transfusion Service with 


headquarters in Glasgow In addition to the collec 
tion of blood from donors the post offers exccilent 
laboratory experience in blood grouping scrology 
Salary £775 to £1,075 per annum. National Health 
Service (Scotland) (Superannuation) Regulations 
App in writing, Re nal Director, B 
Transtusion Service. 15, North Portland Street 
Gilaszow. C.1 (6210) 


CASUALTY 
NEWCASTLE REGIONAL HOSPITAL BOARD 
Tees-side Hospital Manacement Committee 
(Population 350,000) 
Stockton and Thornaby Hospital (130 beds) 


SENIOR CASUAL OFFIC FR 


whole-time Duration of ten f post not ex 
eding four vears The Senior Casualty Offic 
will | requ {, subject to the supervision of the 
Ser Surgeon to General Surgical Clinic No. 3 
und the Senior Orthonacd Surecon, to feanize 
the work of the busy Casualty Department. Salary 
£1.500 to £1,950 The Senior Casualty Officer must 
reside near the Stockton and Thornaby Hospital 
Further particulars may be obtained from the 


Senior Surecon, General Surgical Clin No. 3, at 
the Stockton and Thornaby Hospital, Stockton-on- 
Tees. Applications, with names and addresses of 
three referees, to be forwarded to Senior Adminis- 
trative Medical Officer, Newcastle Regional! Hospital 
Board. Walker Gate Hospital, Benfield Road, 
Newcastle upon Tyne. 6, within twenty-cight days 


RUGBY, HOSPTIAL OF ST. CROSS (152 beds) 
CASUALTY AND ACC OFFICER, 
Resident Recognized F nt cs Duties include 
orth pacdic surgcry Ap ply H Spits al Secretary 
($794) 
WARRINGTON INFIRMARY (172 beds) 


Applications are invite -d for the post of 
RESIDENT CASUALTY OFFICER 
(Male or female) 
(Vacant in carly May). The post is graded Juni r 


Hospital Medical Officer Scale of salary £7 by 
£50 rising to £1,075, less deduction of £130 for resi- 
dentia iments Appli an ns will also be con 


sidered from Junior Medica! Officers who would be 
graded House Officer or Senior House Officer at the 
scale appropriate to the experience of the applicant 
Consideration will also be given to applicants who 
desire the appointment on a short term basis. A 
whole-time Senior Hospital Medical Officer is in 
charge of the Department Applications, stating 
ag experience and qualifications. should be for- 
warded or telephoned to H. L. Boot. Group Secre- 
tary, Warrington and District Hospital! Management 
Committee, c/o General Hospital (Tel. No. Warrine- 
ton 1666). Warrington, Lancs (6124) 


WEST HERTS HOSPITAL 
Hemet Hempstead, Herts 


CASUALTY OFFICER (3.1..M.0) 
required Applications, stating two names for refer- 
ence, should be sent to the Hospital Secretary 

(6134) 


BROMLEY HOSPITAL, Kent 


SENIOR HOUSE OFFICER 

(in charge Casualty Department) 
required for six months from May 7, 1956. Recor- 
nized for P.R.CS Deduction of £150 per annum 
for residence Apply, stating age, qualifications 
with dates. previous expericnce, and naming three 
referees, to Administrative Officer (6117 


| 
| 


Aprit 14, 1956 


DERBYSHIRE ROYAL INFIRMARY, Derby 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Casualty) 
Recognized for F RCS Vacant May 10. 19564 
Applications, stating full details, together with 
copies of two recent testimonials, to be sent to 
Secretary (6040) 


EDGWARE GENERAL HOSPITAL 
(715 beds) Edgware, Middlesex 


RESIDENT SENTOR CASUALTY HOUSE 
OFFICER 


required. Post vacant early June, 1956 Salary 
£745 per annum Deduction of £155 per annum 
for board residence, etc. Apply, stating age, nauon- 
ality, qualifications and ecxpericnce, together with 
names and addresses of two referees, to Group 
Secretary, Edgware General Hospital, by Aprij 21 

(S80) 


ESSEX COUNTY HOSPITAL 
Colchester (188 beds) 
Applications invited for post of 
SENIOR HOUSE OFFICER 
(Casualty and Radiotherapy) 
Post tenable for six months or one year, Recog 
nized for F.R.CS Applications, with copies of 
three testimonials, to Group Secretary, Colchester 
H.M.C., 14. Pope's Lane, Colchester, Essex. (6136) 
HARROGATE AND DISTRICT en 
HOSPITAL (253 beds 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 
(Casualty and Orthopaedic Surgery) 
Vacant April 14. Applications, together with the 
names of two referees, should be forwarded to the 
Hospital Secretary, Harrogate and District Genera! 
Hospital, Harrogate, Yorkshire (6137) 


HERTFORD COUNTY HOSPITAL (171 beds) 
(Hospital situated 21 miles from London) 


RESIDENT CASUALTY OFFICER 
(Senior House Officer grade) 
with attachment to Paediatrician and Ophthalmic 
Consultant Salary £745 per annum, less £130 per 
anoum residential emoluments Recognized under 
F.R.C.S_ rceuilations Appointment to comm 
April 30. 1956 Apply, with full details and re 
ences, to Group Secretary Hertford HMC 
County Hospital, Hertford, Herts (61388) 


MAIDSTONE, WEST KENT GENERAL 
HOSPITAL (141 beds) 


Mid-RKent Hospital Manacement Committee 


CASUALTY OFFICER (Senior a Officer) 
Recognized for F.R.¢ 


Salary £745 a year, iess £150 a year for board and 
lodging. Post cant June, 1956. Applications to 
the Administrative Officer at the hospita (so7l) 


MANSFIELD AND DISTRICT GENERAL 
HOSPITAL 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 
to the Casualty 1 Orthopacd Department ne 


of two posis). The post is recognized for F.R.CS 
Regulations Applications, stating qualifications 


sac, experience, etc. forwarded to the 
retary. Mansfield Hospital Mana gement Committee, 
Crow H Drive. Mansfic!d (6041) 


PLYMOUTH, SOLTH DEVON AND EAST 
CORNWALL GE NERAI HOSPITAL GROUP 


The Central Casualty Department, South Devos 
and East Cornwall Hospital, Freedom Fields, 
Plymouth 


SENIOR HOUSE OFFICER IN CASUALTY 
vacant July 1, 1956. recognized for the F.R.C.S.— 
Arthur R. Cash. Group Sceretary, Nelson Gar- 
dens, Stoke, Plymouth (5908) 


BRIGHTON GENERAL HOSPITAL 


CASUALTY /MEDICAL OFFICER 

(For Casualty and General duties) 
House Officer grade Applications, stating usual 
particulars, together with copies of recent testi- 
monials, should be sent to the Physician Super- 
intendemt, Brighton Gencral Hospital, Elm Grove, 
Brighton, as soon as possible (5862) 


MAIDENHEAD HOSPITAL 
St. Luke’s Road, Maidenhead 


Applications invited from registered practitioners 


for post of 

CASUALTY OFFICER 
vacant now. Post recognized for F.R.C.S. Salary 
on House Officer scale plus £50 per annum Appli- 
cations, stating age, qualifications and nationality. 
with copies of testimonials or names of three 
referees, to Hospital Secretary. (6042) 


ROYAL SUSSEX COUNTY HOSPITAL 
Brighton, 7 (312 beds) 


TWO CASUALTY HOUSE 
Duties include work in Orthopaedic and Traumatic 
Unit Vacant mid-April and end May Recos- 
nized pre-registration and F RCS Applications 
stating usual particulars. and naming two referees, 
to the Administrative Officer (Pr.9909) 
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CHEST AND TUBERCULOSIS 
also THORACIC SURGERY) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Willesden Chest Clinic, Pound Lane, N.W.10 


MEDICAL REGISTRAR 

juired. Duties include clinic and district work. 
also) «opersonal supervision 20 tubercu S patients 
Neasden Hospital, and some duties Central Middie- 
sex Hospital Candidates require experience in 
gcncra medicine and some exper ence in treatment 
of pulmonary tuberculosis Preference to candi- 
jates with higher quaiificatior Further details 
from Physician to the Ciinic Application forms 

m. and returnab’e to, Group Secretary, Central 
Middlesex Group H.M.C.. Acton Lane, N.W.10, by 
April 28, 1956 (6191) 


EDINBURGH ROYAL VICTORIA AND 
ASSOCIATED HOSPITALS 
Applications are invited for an appointment of 
REGISTRAR in Diseases of Chest 

rf duties with the Edinburgh Royal Victoria and 
Associated Hospitals The post will be associated 
with the Department of Tuberculosis and Diseases 
f the Chest, Edinburgh University, and the holder 
ill be expected to undertake teaching duties and 
assist in research Applications, giving particulars 
f age, previous experience and qualifications, to- 
gether with names of two referces, should be sub- 
mitted to the Secretary, Edinburgh Royal Victoria 
and Associated Hosp'tals Board of Management, 

City Hospital, Greenbank Drive, Edinburgh, 10 
(6187 


MANCHESTER REGIONAL HOSPITAL BOARD 
Applications are invited for the whole-time post 


REGISTRAR io Chest Diseases 
n the Ashton. Hyde and Glossop Group and 
Oldham and District Group of Hospitals. The post 
“fers wide experience in both out-patient clinics 
and pulmonary hospitals. Residentia] accommoda- 
tion may be arranged Applications to the Group 
Secretary Ashton, Hyde and Glossop Hospital 
Management Committee, Ashton-under-Lyne, Gen- 
eral Hospital, Ashton-under-Lyn Lancashire 
(6077) 


BOARD OF MANAGEMENT FOR PAISLEY 
AND DISTRICT HOSPITALS 
JUNIOR HOSPITAL MEDICAL OFFICERS 
required tor the following Sanatoria: (a) Darniey 
Hospital. Nitshill, Glasgow b) 1.D. Hospital, 
Johnstone Renfrewshire. Applications, stating 
age, date of qualification, experience, etc., should 
be submitted to Group Medical Superintendent, 
Royal Alexandra Infirmary, Paisley. (6128) 


ILFORD AND BARKING GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Dagenham Hospital 
Rainham Road South, Dagenham 
(Near Dagenham East Underground Station) 


There is a vacancy for the position of 
RESIDENT MEDICAL OFFICER 
gerade) 
at the above hospital of 155 beds for Pulmonary 
Tuberculosis—all stages. Salary im accordance 
with the National scales (£775 by £50 to £1.075 
per annum) less residential charges. Suitable for 
candidate studying for higher degree. Further par- 
ticulars available from the Physician Superinten- 
dent Applications, stating age, qualifications and 
previous experience, together with recent testi- 
monials, should be sent to the undersigned within 
seven days of the appearance of this advertisement. 
H. F. Harris, Group Secretary, King George 
Hospital, (6043) 


ILKLEY (acar), MIDDLETON HOSPITAL 
(430 beds) 
JUNTOR HOSPITAL MEDICAL OFFICER 
required for the above hospital which provides medi- 
cal and surgical treatment for all types of Tubercu- 


losis. Accommodation available for single appli- 
cants Applications to Medical Superintendent at 
the above address as soon as possible (6126) 


TOTTENHAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
The Green, 
Applications are invited from registered medical 
practitioners for the appointment of 
RESIDENT HOUSE PHYSICIAN 
(Senior House Officer) 
to St. Ana's General Hospital, for duty in the chest 
department with other gencral duties, for a period 
of six months from June 3, 1956. Application form 
from Secretary, to be returned by May 5, 1956 
(6211) 


BRITISH MEDICAL JOURNAL 


35 


IMPORTANT NOTICE 


APPOINTMENTS 
Medical practitioners are requested 
not to apply 


for any appointment specified in this 
notice or for any appointment under an 
authority referred to in this notice with- 
out first communicating with the Secre- 
tary of the British Medical Association, 
B.M.A House, Tavistock Square, 
London, W.C.1, or, in the case of the 
Irish appointment, with the Secretary of 
the Irish Medical Association, 10, Fitz- 
william Place, Dublin, to learn the views 
of the Association regarding the terms 
and conditions of service pertaining to 
the appointment : 


COUNTY BOROUGH OF MIDDLESBROUGH 


REPUBLIC OF IRELAND, 
PORTIUNCULA HOSPITAL, 
BALLINASLOE, CO. GALWAY 
Visiting Staff 


GOVERNMENT OF CYPRUS 
GOVERNMENT OF MALTA 


MINES BENEFIT SOCIETY, 
JOHANNESBURG 


Appointment of Urologist 
By Order of the Council, 
A. MACRAE, 


April 10, 1956. Secretary. 


MAIDSTONE, PRESTON HAL! HOSPITAL 
British Legion Village, Maidstone, Kent 


1. Applications are invited for the post of 

JUNTOR HOSPITAL MEDICAL OFFICER 
at the above hospital, which contains 330 beds for 
the treatment of tuberculosis, including major 
thoracic surgery. Candidates should have good ex- 
perience in gencra] medicine and in the treatment 
of pulmonary whberculosis in adults Appointment 
for one year in the first instance, subject to renewal 
annually. Salary scale £775 by £50 to £1,075. 
2. Applications are invited for the post of 

SENIOR HOUSE OFFICER 

salary £745 per annum, national scale and condi- 
tions 

Candidates may visit the hospital by appointment. 
Applications, stating age, qualifications and experi- 
ence, with relevant dates, together with names and 
addresses of two referees to be sent to the Group 
Secretary, Preston Hall Hospital Management Com- 
mittee, by April 21, 1956 (6209) 


BISHOP'S STORTFORD, HERTS, HAYMEADS 
HOSPITAL 
(General Hospital-400 beds) 


(Midway between London and Cambridge. Main 
Line Railway from Liverpool Street) 


SENIOR HOUSE OFFICER (Medical) 

for duties mainly in Tuberculosis Unit of 43 male 
and 23 female beds. Salary £745 per annum, less 
£130 In respect of residentia] emoluments. Ap- 
pointment to commence May 1, 1956, or soon there- 
atter, for period of twelve months. Applications, 
stating qualifications, nationality, age and experi- 
ence, with copies of testimonials or names of two 
referees, should be sent to the Hospital ee 

) 


graded as House Officer. Duties include work in 
the QOut-patient Department and Refill! Clinic as 
well as in wards. Applications, stating date of 
birth, qualifications (with dates), and previous ap 
pointments held, with copies of three testimonials, 
should reach the undersigned not later than April 
17.--Thomas Brown. House Governor, London 
Chest Hospital, E 2 (5659) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts (461 beds) 


RESIDENT HOUSE PHYSICIAN 
required Post offers good experience in modern 
treatment of pulmonary tuberculosis and includes 
duties in the Barnet Chest Clinic Applications, 
stating age, qualifications and cxpericnce, together 
with copies of two recent testimonials, to be sent 
to the Hospital Secretary. (5980) 


DENTAL 


PLYMOUTH, SOUTH DEVON AND EAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and Fast Cornwall Hospital, 
Greenbank Road, Plymouth 


Applications invited from registered dental practi- 
tioners for the appo ntment of resident 
DENTAL HOUSE SURGEON 

vacamt July 8. 1956. This appointment is recor- 

nized by the Royal College of Surgeons as fulfilling 

the requirements of candidates for the Fellowship 

of Dental Surgery.—Arthur R. Cash, Group Secre- 

tary. 7. Nelson Gardens, Stoke, Plymouth (5909) 


SOUTH-WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEE 


West Middlesex Hospital, Isleworth 


Applications are invited from registered dental 

practitioners for resident post 
DENTAL HOUSE SURGEON 

for period six months; first, second or third term 
appointment Third term post candidates given 
preference Hospital recognized for F.D.S. by 
Royal College of Surgeons of England. Terms and 
Conditions of Service of Hospital Medical and 
Dental Staff will apply. Applications, stating age, 
qualifications, with dates, details of experience, 
names and addresses of three referees, to Group 
Secretary, West Middlesex Hospital. Isieworth, by 
Apri) 24. 1956 (6125) 


DERMATOLOGY 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT DERMATOLOGIST 
to Prince of Wales's General Hospital, N15, and 
other hospitals in the Tottenham Group (3 sessions 
a week) 
PART-TIME CONSULTANT DERMATOLOGIST 
to Whipps Cross Hospital, E.11 (3 sessions a week). 
Applications (six copies), and names of three 
referees, should reach the Secretary. Ila, Portland 
Place, London. W.1. by Saturday, April 28. (6192) 


THE UNITED SHEFFIELD HOSPITALS 


Applications invited for the post of 
REGISTRAR IN DERMATOLOGY 

at the Royal Infirmary Unit. Previous experience, 
desirable but not essential Applications, stating 
age, qualifications and experience, with the names 
of three referees, to be sent not later than April 
21, 1956. to the Chief Administrative Officer, The 
United Sheffield Hospitals, West Strect, a 1 

(6132) 


EAR, NOSE, AND THROAT, ETC. 


BRISTOL (near), HAM GREEN HOSPITAL, Pill 
Applications are invited for the post of 
SENIOR HOUSE OFFICER 

in the tuberculosis wards (188 beds) of the 
above hospital The hospital is fully equipped 
for the modern treatment of pulmonary tubercu- 
losts, including regular major thoracic surgery Ap- 
pointment for one year renewable Apply Secretary 

(S927) 


DRIFFIELD, YORKSHIRE, NORTHFIELD 
SANATORIUM (78 beds) 


SENIOR HOUSE PHYSICIAN 
Vacant end March. Offers experience all branches 
of tuberculosis within Group. including surgery 
M™MR., and clinics. Time for study. Ex-paticnts 
welcome. £155 for full residence. Applications 
to Group Secretary, Westwood Hospital, Beverley 
Yorkshire (5795) 


LONDON CHEST HOSPITAL 
Hospitals for Diseases of the Chest 


Two vacancies occur June 1, 1956. for 
RESIDENT HOUSE PHYSICIAN 
Appointment for six months, four in London, two 
at the Country Branch, near Letchworth, and post 


THE UNITED SHEFFIELD HOSPITALS 
Applications invited for the post of 
REGISTRAR 
to the E.N.T. Department, Royal Hospital Unit. 
Applications, stating age. qualifications and experi- 
ence, with the names of three referees, to be sent 
not later than April 21, 1956, to the Chief Adminis- 
trative Officer, The United Sheffield Hospitals, West 
Street, Sheffield, 1 (6133) 


MAIDSTONE, KENT COUNTY OPHTHALMIC 
AND AURAL HOSPITAL (113 beds) 


Mid-Kent Hopital Management Committee 
Applications are invited for the appointment of 
SENIOR HOUSE SURGEON 

in the Ear. Nose and Throat Department of the 
above hospital Post vacant May. 1956. There are 
55 E.N.T. beds and six «pcecialist operating sessions 
each week Valuable experience is available, and 
the post is recognized for the purpose of the 
FRCS. and the DL.O. Salary will be £745 a 
year. less £150 a year for residential emoluments. 
Applications immediately to the Administrative 
Officer, Kent County Ophthalmic and Aural Hos- 
pital, Maidstone, Kent (s919) 
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Far, Nose, and Throat 
BARNET GENERAL HOSPITAL 


contd. 


Welthouse Lance, Barnet, Herts 

HOUSE OFFICER 
required ir I und Ey Departments Post 
recognized tor Applications, together with 
copie f two recent testimonials should be sent 
to the Hospital Secretary (SYST) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Oween Alexandra Hospital (61 E.N.T. Beds) 


— HOUSE OFFICER (E.N.T. De 
cant 7th April. 1956 Applications, stating 
ecaperence, and qualifications, together 


names f 2 referees, should be forwarded as soon 


Grove Road South, 


as pomible to E. H. Hurst, 35 
Southsea (9267) 
SALISBURY GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
Salisbury General Hospital 
Applications a 1 for the appointment of 
st HOt SE OFFICER 
to the Ear, Nose and Throat Department, post is 
recognized for D.L.© and F.R.CS. and is vacant 


May |. 1956 Applications, naming two referees. w 
Group Secretary, Odstock Hospital, Salisbury, Wilts 
(6025) 

ROVAL BERKSHIRE HOSPITAL, Reading 

(405 beds) 

Applications are invited from registered and pro- 
visionaliy reaistercd medical practitioners, male or 
fema for post of 

RESIDENT HOUSE SURGEON (E.N.T.) 
vecant immediately, for period f six months 


annum. less £125 board 


Salary £425 t £575 per 


residen w stating age, qualifications (with 
Gates), nationality, present post, with py of one 
recent testimon t Secretary (8076) 


TAUNTON HOSPITAL MANAGEMENT 
COMMITTER 


Taunton sed Somerset Hospital 


Applications are invited f the post of 
HOUSE "ER N. T. ’ 
Vacant M gistra appoint 


tor FRCS ind DLO Appli- 


cations ta nationality and qualifications 
togeth with names f two referees. should 
be forwarded immediately to the Group Secretary 
Taunton and Somerset Hospital, Musgrove Park 
Bran hb Ta n Somerset (602%) 


GLASGOW EAR, NOSE & THROAT HOSPITAL 
RESIDENT HOUSE OFFICER 


required immediat Appointment is for siz 
months and qualifies for pre-registration period in 
Surecry If desired the appointment may be «pilit 
jiato three months in Ear. Nose, and Throat Hos 
pital and three months in Glasgow Eye Infirmary 
Salary scale £425 two £525 pa Applications to 
Medical Superintendent. Ear, Nose and Throat Hos- 
pital, 306 St. Vincent Street, Glasgow, C.2. (Pr. 8589) 


GERIATRICS 
CARDIFF 


HOSPITAL MANAGEMENT 
COMMITTEE 


SENIOR HOUSE OFFICER 
(Resident of non-resident) 


required for Geriat nit at St. David's Hospital 
Cardiff (#40 beds mmencine May 1, 1956. Form 

f app at m G ip Secretary, 44, Cathedra 
Road, Cardif (6044) 


INFECTIOUS DISEASES 


SOUTH-TASTERN REGIONAL HOSPITAL 
BOARD, Scotiand 


invited for th 


Applications ar ippomiment (resi- 


dent) of a 
REG ISTRAR in Gafections Diseases 
at the City r re Applications. 
ing particular { ag qualifications and previous 
etperience. together with th ny f two ref 
should be submitted to the Sccreta South-Eastern 
mal H Drumsheugh Gardens 


PORTSLADE. SUSSEX, FOREDOW SN HOSPITAL 
(lafections Diseases 60 beds) 


JUNTOR HOSPITAL MEDICAL OFFICER 
(Nes resident) 


Salary t Post is now 
hospita th Ci App 4 n tating 
nationality and usual part rs. together with the 
names of tw ref es. ¢ Admin tiv Officer 
Hove Gen Hospital, Sackville Road Hove 2 
a (6212) 


BRITISH MEDICAL JOURNAL 


APRIL 14, 1956 


BIRMINGHAM, 9 LITTLE BROMWICH 
GENERAL HOSPITAL 


RESIDENT MEDICAL OFFICER 
ia Infectious Diseases 


S.H©O. Grade Residentia haree, per 
annum Hospital serves a wide arca and gives 
opportunities for the study f infectious diseases 
Part of hospital being developed as a gcncral hos 
pital. where further expericnce can be gained Ap- 
ply Physician Superintendent (S811) 


MEDICINE 
SHEFFIELD REGIONAL HOSPITAL BOARD 


CONSULTANT PHYSICIAN (Maximum part-time) 


required for hospitals in the Rotherham and Barns- 


ley area Application forms and turther a 
from Senior Administrative Medical Officer, Sheffield 
Regional Hospital Board, Old Fulwood Road, Shet 
ficid, 10. Forms to be returned by May 5, 1956 
(5841) 


METROPOLITAN REGIONAL 
HOSPITAL BOARD 


SOUTH-EAST 


Applications are invited for an appointment as 
whole-time 


REGISTRAR in General Medicine 


to fill a vacancy in the approved traince establish- 
men at the Lewisham eroup of hospitals The 
appomntment wi be in a rdance with th Terms 
and Cond n Servic ‘ | and 
Dental Staff neland and Wales), and will be for 
one year first instance Applications. giving 
particulars qualifications ind xpenen 

with relevant dates. togeth with the name and 
addresses of two ferees, to be " to the Secre- 
tary, Registrars Committee, 11, Portland Place, 
London. W 1. not ta than April 28 86. (607R) 


METROPOLITAN REGIONAL 
BOARD 


SOUTH-WEST 
HOSPITAL 


Wandsworth Hospital Group 


St. James's Hospital, Batham, 
MEDICAL REGISTRAR 
required Application forms (send stamped ad 


olscap envelope) obtainabic from the 
address, to be compicted 
(6101) 


dressed large 
Group Secretary, at atx 
and returned by April 28 


THE ROVAL FREE HOSPITAL GROUP 
Applications are invited for the post 
SENTOR MEDICAL REG ISTRAR 


to work at the Hampstead General Hospital. Can 
jidates should be registered medical practitioners 
ind members of the Roval Collice of Physicians 
The appointment is for one year in the first in 
stance, commencing June 1, 1956 Applications 
together with names of three referces, to be sent 
to the Scecretary, Hampstead General Hospital 
Haverstock Hill, N.W., by April 18. 1956 (6160) 
DUDLEY AND STOURBRIDGE GROUP 


REGISTRAR in General Medicine 


Duties at Wordsley Hospital (478 beds). Experi 


ence specialty esscntial higher qualification desir 
able Resident Application forms from Group 
Secretary, Guest Hospital, Dudley, to be returned 
before April 23. 1956 Candidates may visit hos 
pital (6045) 


NEWCASTLE REGIONAL HOSPITAL BOARD 
Newcastle Hospital Management Committee 


SENIOR REGISTRAR PHYSICIAN 


Whole-time at the Newcastle General Hospital 
Furnished married accommodation available in Hos- 
pita! grounds Applications, with names and ad- 
iresses f three referees, to SAMO... Walke 
Gate Hospital Benfield Road Newecastle-upon 
Tyne. 6, within fourteen days (6079) 
SOUTH-WEST METROPOLITAN REGIONAL 


HOSPITAL BOARD 
Guildford Group Hospital Management Committee 


Applications are invited for the post of 
MEDICAL REGISTRAR (Resident 
at Royal Surrey County Hospital, Guildford 

Candidat may visit the hospital by arrangement 
firect Application forms obtainable from Secre 
tary, Guildford Group Hospital Management Com 
mittee, Group Offic St. Luke’s Hospital, Guild 
ford, to whom they should be returned by April 
28, 1954 (6046 


WELSH REGIONAL 
REGISTRAR (General Medicine) 

St. David's Hospita Cardiff (Resident /non 

Subject to review end of first year. Ap- 

mn forms from SA.M.O.. Temple of Peace 

Cathays Park, Cardiff, within fourteen days. (6121) 


HOSPITAL BOARD 


ati 


DONCASTER HOSPITAL MANAGEMENT 
COMMITTEE 


Western Hospital 


from registered medical 


Applications oe invited 

practitioners for the appoimtment of 
RESIDENT MEDICAL OFFICER 

in the erade of Junior Hospital Medical Officer 
Applications, stating age, qualifications and experi- 
ence, two@ether with copics of three recent testi- 
momals should be forwarded w the Group Sccre- 
tary Doncaster Royal Infirmary (5815) 


GLANTAWE HOSPITAL MANAGEMENT 
COMMITTEE 


Mount Pleasant Hospital (238 beds), Swansea 
Registered medical practitioners are 
apply for the resident appointment of 
JUNIOR HOSPITAL MEDICAL OFFICER 
for work in the Medical and Surgical Departments 
and in the Chronic Sick Wards of the above 
hospital Applications, stating age. expericnce and 
qualifications. with copies of two recent test- 
monials, should be addressed tw the hospita 
Secretary (6047) 


HUDDERSFIELD, ST. LUKE'S HOSPITAL 
(252 beds) 


invited to 


Applications are invited for the post of 
RESIDENT MEDICAL OFFICER 
(anior Hospital Medical Officer crade) 


at the above hospital, to commence duties imme- 
diately The hospital caters f chronic sick, child 
ren, maternity and acute medical and surgica 
patients Salary in accordance with the terms and 
conditions of service for hospital medical and 
dental staff, £775 by £50 to £1.075 Applications, 
together with compres of three recent testimonials 


undersigned as soon as possible 
tw the Management Com 
Huddersfield (S975) 


HOSPITAL 
London, 


to be sent to the 
H. J. Johnson. Sceretary 
mittee. The Royal Infirmary 


FINCHLEY MEMORIAL 
Granville Road, North Finchley, 


RESIDENT SENIOR HOUSE OFFICER (Medical 
required immediately Applications with names 
f two referees, to Hospital Secretary (6193) 
DONCASTER HOSPITAL MANAGEMENT 
TEE 


(Seator House Officer) 
smital, Doncaster, and 
Resident at Western 
Secretary at 
(5816) 


HOUSE PHYSIC IAN 
required between Western Ho 
Doncaster Royal Infirmary 
Hospital Applications to the Group 
Doncaster Roval Infirmary 


ENFIELD GROUP HOSPITAL 
COMMITTEE 


MANAGEMENT 


War Memorial Hospital, Chase Side, Enfield, 
Middlesex 


RESIDENT SENIOR HOUSE OFFICER 


required for general medical and surgical! duties in 
this Acute General Hospital of 61 beds Vacant 
now Twelve months’ appointment Deduction 
of £160 per annum for residential emoluments 
Applications. with names and addresses of two 
referees. to the Group Secretary Chase Farm Hos 
pital. The Ridgeway, Enficid, Middlesex (6234) 


HUDDERSFIELD, ST. LUKE'S HOSPITAL 
(252 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER 


at the above hospital, to commence duties imme 
diately The hospital caters for chronic sick, child- 
ren. maternity and acute medical and surgical 
patients. Salary in accordance with the terms and 


medical and 
appropriate dc- 


hospital 
with 


conditions of service for 
dental staff. £745 per annum 


duction in respect of residential! emoluments Ap- 
plications, together with copies { three recent 
testimonials, to be sent to the undersigned as soon 
as possible —H. J. Johnson, Secretary to the Man- 
agement Committee, The Royal Infirmary. Hudders- 
field (8976) 
MID-WILTS HOSPITAL MANAGEMENT 


COMMITTEE 
Devizes Hospital, Devizes, Wilts (60 beds) 


Applications are invited from registered general 
practitioners, male or female. for the appointment of 
SENIOR HOUSE OFFICER 
The appointment. which is a single-handed one 
will be vacant as from April, 1956 The post 
offers valuable expericnce in medicine, surgery and 
anaesthetics, and is particularily suitable for any 
Practitioner intending to go into eeneral practice 
Salary will be £745 per annum. from which the 
statutory charge for emoluments will be deducted 
it resident Apply with full details to the Secretary 

(4168) 


MOORGATE GENERAL HOSPITAL (355 beds, 
38 cots) and BADSLEY MOOR LANE HOSPITAL 
Rotherham (70 beds) 


SENIOR HOUSE OFFICER (Medicine) 


required. Residential emoluments £140 per annum 
Applications, with names of three referees, to Sec- 
retary, Hospital Management Committee, “ Fern 
Bank Doncaster Road, Rotherham (5817 


APRIL 14, 1956 


Medicine—contd. 


POTTERS BAR AND DISTRICT HOSPITAL 
Mutton Lane, Potters Bar, Middlesex 
(Acute General 56 beds) 


RESIDENT MEDICAL OFFICER 
(Senior Howse Officer erade) 


Preference given to unmarricd candidates Ar 
plications, with copies of tw ent testimona 
=~ up Secretary, Barnet Group HMC 
We we Lane, Barnet, Herts Sun} 


STOCKPORT AND BUXTON HOSPITAL 
MANAGEMENT COMMITTEE 


Stepping Hill Hospital, Stockport 


th 


n post of 
‘RESIDENT. "SE NIOR HOUSE OFFICER 
(Medicine) 


vacant May 28, 1956 Applications, stating age 
and qualifications, together wit 

two testimonials, to be addressed to the Group 

Secretary Stockport and Buxton SOB 

Shaw Heath. Stockport 6213 


TORQUAY DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


lerbay Hospital, Lorquay 


SENIOR RESIDENT HOL SE OFFIC ER ve 


required April 1956 There is t 

five Resident House Officers Applications, statin 
qualifications, age, nationality, with copy testimon 
als (quoting ref. F.9S*5 68), to the Group Secretary 
Torbay Hospita Torquay, S. Devon (989) 


WEST HARTLEPOOL HOSPITAL 


SENIOR HOL st PHY SICIAN 


Applications are invited | th above 
post, vacant now Salary 4°45 per 
2145 per annum in respect of reside 
plicants should state age rationality and 


tions (with dates) and enc < with af 4 
of two testimon als Applications shou 
to the Group Sccretary at the General 
West Hartlen IS SOON as possit 


WORING VICTORIA HOSPITAL 
Woking, Surrey (72 beds) 


SENIOR HOUSE OFFICER 
(Post-repistration appointment) 
required for medical and raical duties Apply 
with two testimonials, to Hospital Secretary. (6026) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Hell Royal (Sutton) 
Applications are tovited fo w the post 
HOUSE PHYSICIAN (House Officer Grate) 
Recognized for M.D(Lond.) Examination Vacant 
now Salary and nditions vice are as th 


aid down nationally Hospital Med Stat! 
The appointment will be for six months, terminabic 
by one month's notice cither side Applications to 


the Hospital Secretary 6139) 


DREADNOUGHT SEAMEN’S HOSPITAL 
Greenwich, $.F.10 


HOUSE PHYSICIAN (Pre 


BRITISH MEDIC AL JOURNAL 


CAMBRIDGE, ADDE NSROOKE'S HOSPITAL 


HOUSE PHY sic 
moths trom June Recogmzed pre-ree's- 


tration service Apply Stating age. nationality 
j hcations J experience (with dates), and copies 
t th tesimomals, to the Secretary by Apri 21! 
Interviews end of April (Pr.6027) 


CHELMSFORD, ST. JOHN'S HOSPITAL 


HOUSE PHYSICIAN 
Pre- renintrat tion, First, second or third appointment) 


Ma 1 to commence as soon as possible 
Applications, stating age, nationality, qualifications, 
and experience, together with recent testimonials 

the Secretary, Group Hospital Management Com 


mit Chelmsford and Essex Hospital, London 
Road, Chelmsford (Pr. 5818) 
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NEUROLOGY 


THE NATIONAL HOSPITALS FOR NERVOUS 
ASES 
Neurology 


Applications are invited tor the post ol 

RESIDENT HOUSE PHYSICIAN 
at Maida Vale Hospital for Nervous Diseases, Lon 
don, WY Grading as Senior House Officer or 
Registrar, according to experience Appoimimment 
for six months, renewable Preterence will be 
given to a candidate holding a highcr dceree 
Applications, with copes of three recent testi- 
monials, should be addressed to the Sccretary at 
Maida Vale Hospital, W.9, by April 21, 1956. (6001) 


NEUROSURGERY 


NHL CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester City Hospital 


Applications are mvited for the post of 
HOUSE PHYSICIAN 
Kam May 19. (956 The post is recognized for 
pre-registration service and duties will include work 
Unit Apphcavions, giving tull 
tails, together with the names and addresses of 
‘ cterees, should be forwarded to the Group 
retary, 8. King’s Buildings, Chester (Pr 6112) 


AH CHESTER AND DISTRICT 
MANAGEMENT COMMITTEE 


Chester City Hespitai 


Applications are invited for the post of 
HOUSE PHYSICIAN (pre-registration) 
vacant on May 3. 19%6 Applications, giving full 
fetauls, together with the names and addresses of 
tw referees, should be forwarded to the Group 
Secretary, §, King’s Buildings, Chester (Pr.6lil) 


DOVER, BUCKI — HOSPITAL 


Applications are invited tor the appointment of 
HOUSE PHYSICIAN 
at the above hospital, which is recogmzed for pre- 


reeistravon service Salary #425, £475 or £525 a 
vear according to experience ess £125 a year for 
esidential emoluments Applications, stating quali- 


fications, experience, and the names and addresses 
t two reterees, to the Group Secretary, South- 
East Kent Hospital Management Commitice Ash- 
Eton Radnor Park West, Folkestone (Pr.6237) 


PORTSMOL TH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Oueen Alexandra Hospital (18 Medical beds) 


HOUSE PHYSICIAN (Pre-registration) 
Vacant now Applications, stating age experi 
ence. and qualifications, together with names of two 
retcrees. should be forwarded as soon as possible to 
E. H. Hurst, 35, Grove Road South, Southsea 
(Pr.s370) 


ROVAL SUSSEX COUNTY HOSPITAL (312 beds) 


2 HOUSE PHYSICIANS (pre-registration) 


required from May 1! Applications, stating age 
nationality qualifications and exp ne with requred beginning May and June Applications, 
names of three recent refe . s jt sem t stating usual particulars, nanune two reterces, to 
the Secretary at the above por omy not later than th Adm trative Officer, Royal Sussex County 
April 21 Pr.62450 Hospital, Brighton, 7 (Pr. S897) 
ASHFORD (near), KENT, WILLESBOROUGH ST. HELIER HOSPITAL 
HOSPITAL Carshalton, Surrey 


Applications are invited for the appointment of 
HOUSE PHYSICIAN 

at the above hospital, which is recognized for pre 
registration service Salary #425, £475 or £525 

year according to experience, fess £125 a year for 
residential emoluments Arplications, stating quali 
fications. experience and the names and addresses 
f two referees, to the Group Secretary, South 
East Kent Hospital Management Committee, Ash 
Eton,” Radnor Park West, Folkestone (Pr 6236) 


BARNET GENERAL HOSPITAL 
Welthouse Lane, Barnet, Herts 


RESIDENT HOUSE PHYSICIAN 
in Department of Medicine and Paediatrics 
Applications are invited from pre-registration 
candidates who have alrcady undertaken one ap 
poimtment Applications giving dctaiis f age 
qualifications, etc.. together with copies of two 


testimonials, to be sent to the Hospital Secretary 
(Pr 6194) 


BEVERLEY YORKSHIRE, WESTWOOD 
HOSPITAL (229 beds) 


HOUSE PHYSICIAN 
House Officer or Senior House Officer grading, 
according to experience Pre-registration post, but 
fully registered practitioners may apply Applica- 
tions to Group Secretary (Pr. 5796) 


HOUSE PHYSICIAN (Pre-registration) 
Vacant end of May Applications, stating age 
qualifications and experience, with copics of recent 
testimonials, and the name and address of one 
referee, should be sent to the Secretary at the above 
address (Pr 6080) 


SCL NTHORPE AL MANAGEMENT 


War Memorial Hospital, Scunthorpe (262 beds) 
Vacancy tor 
HOUSE PHYSICIAN 

one of two. pre-registration or SHO Busy de- 
partment with med cine, pacdiatrics, skins and eyes 
Busy out-patient clinics offering good experience 
Applications, naming two referees, to Group Sec 

(Pr. 5789) 


STOKE-ON-TRENT, CITY GENERAL HOSPITAL 


Applications invited fc 
HOUSE OFF: ICER (Medical) 


Vacant now Recognized pre-registration post. 


Detailed applications to Group Secretary, Hospital 
Management Committee, Princes Road, Stoke-on- 
Trent. 


(Pr.5797) 


MIDLAND CENTRE FOR NEUROSURGERY 
Holly Lane, Smethwick, Nr. Birmingham 


RESIDENT SENIOR HOUSE OFFICER 

Vacant May |, 1956 This is a ocw hospital 
enurely devoted to Neurology and Neurosurgery, 
within casy reach of Birmingham Salary on 
national scale, less deduction for board, lodging, 
etc Applications, with names of two referees, to 
the Group Secretary, West Bromwich and District 
Hospitals Management Committce (6106) 


OBSTETRICS AND GYNAECOLOGY 


NORTH-EAST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


PART-TIME CONSULTANT /OBSTETRICIAN 
to Iiterd and Barking Group of Hospital (based oa 
Barking Hospital) for 4 sessions a week Appli- 
ations (six copies). and names of three reterces, 
should reach the Secretary, Ila. Portland Place, 
London, W.1, by Saturday, April 28 (H195) 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


South London Hospital for Women and Children, 
Clapham Common, 5.W.4 


Applications are invited from registered female 
medical practitioners for the post of full-time 
resident 

OBSTETRIC AND GY SABRCOLOGICAL 
REGISTRAR 
recognized for the MR COG., which will become 
vacant within the next three months The appoint- 
ment is normally for two years, but subject to re 


view at the end of the first year Canvassing will 
disqualify, but candidates are not precluded from 
visiting the hospital if they so desr for torms 
application app enclosing stamped addressed 


envelope) to the Lambeth Group How 
pital Management Committee Renfrew Road, 
S E.11. to whom compicted applications shou'd be 
returned not later than April 78, 1956 (f48) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Doncaster Royal Infirmary (330 beds) 
Western Hospital, (178 beds) 
Whole-time Resident REGISTRAR 
(Obstetrics and Gynaecology) 
required gynaccoloey beds at both hospitals; 
maternity unt at Western Hospital. The post is 
recognized for the MR.C.OG Appointment for 
one year in first instance Apply to Secretary, 
Sheffield Regional Hospital Board. Old Fulwood 
Road, Shefficld. by April 23, 1956. giving age, 
nationality. qualifications, present and previous ap 

pointments (with dates). naming three referees 
(nso) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


General Hospital, Beston (80 beds) 


Whole-time Resident RFGISTRAR 
(Obstetrics and Gynaecology) 
required with relief duties in the Casualty Depart- 
ment. Post becomes vacant May |! Appointment 
for one year in first instance Apply to Secretary, 
Shefficld Regional Hospital Board. Old Fulwood 
Road. Shefficid. by April 23, 1956. giving age, 
nationality, qualifications, present and previous ap- 
pointments (with dates), naming three referees 
(6049) 


WELSH REGIONAL HOSPITAL BOARD 


REGISTRAR (Obstetrics and Gynaecology) 

Based East Glamorgan Hospital, Church Village. 
expected visit other hospitals im Group Recog- 
nized for DR.C.O.G. and MRCOG. Resident 
Subject to review end of first year Application 
forms from S.A.M.O Temple of Peace, Cathays 
Park. Cardiff, within fourteen days (6120) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 32 


| 
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Obstetrics and Gynaecology—contd. 


TOTTENHAM GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
the Green, 


The Prince of Wales's General Hospital (248 beds) 


Apr ur vited trom 1 medica 

actition th st of 

RESIDE NT GYSAECOLOGICAL HOUSE 

st RGEON (Senior Howse Officer) 

MRCOG tamination), for a 
mont vacar May i956 Ap 
pixaton f mn. from Secretary, to be returned by 
Apt 8, 1956 (6214) 
CHERTSEY, SURREY, ST. PETER'S HOSPITAL 

(Late Botles’s Park War Hospital) (450 beds) 


RESIDENT HOUSE SURC RG FON (8.1.0. of latern) 
Gyna yl al (3% beds) and 
Departments Duties to com 
Salary in a rdance with 
National Health Service 
with names and 
ot fer t t sent to th Physician Superin 
pital, Chertsey, as soon a 
(6051) 


red for the 


rus) 


S.W.1, SOUTHERN GENERAL 
HOSPITAL 

SENIOR HOUSE OFFICER 

in Obstetrics and Gynaecology 


GLASGOW, 


124 beds i for Gyna gical Radi 

the vy) Post recognized for M.R.C.OG Flying 
Squad maintained f merect futy. Write with 
in f nd to S tary, Board of Management 
for G gow SouthWestern Hospitals, 1301, G in 
Road G gow. SW ol, naming tw referees #140) 
MORECAMBE, OLFEN VICTORIA HOSPITAL 

(100 beds) 


RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 


Tt t amt shortly and tenable for one year 
Ipp ant ‘ work with th So alist 
Unit t will be expected t r ve the Senwr 
Hon Officer Surgical during 
thor with f particulars, to Secretary Roval 
Lan ast Infirmary. Lancaster 215) 


SOUTH SHIELDS DISTRICT HOSPITAL 
MANAGEMENT COMMITTEFR 


RESIDENT SENIOR HOUSE OFFICER 
(Obstetrics and Gynaecology) 


required May 6. 1956, for duty in South Shicid 
Maternity H tal and Gener Hospital adjoining 
Post enized by COG. for both Diploma and 
Mcemt Examinat App Med 
cal Su vend ral H tal, South Sh 
(5626) 


UNTIED MANE HOSPITALS 


Saint Mary's Hon pitas, Manchester 


Applications are invited for the post { 

SENIOR HOUSE OFFICER in Obstetrics 
vacant shortly Apt unts must have had previous 
hospital rien im general medicine and surgery 
and in stetrics The post is r venized for pur 
poses of the MR.C.OG. examination. The duties 
involve nical respon ility for moth nd babies 
and supervision of th work of pre-registration 
hous fh s is als ncluded The appointment 
is for twelve months National Scales Applica- 
tion forms may be obtained from the undersigned 
and returned not later than April 21. 1956 A R 
Wise. General Superintendent. Saint Mary's Hos 
pitals. Whitworth Park, Manchester. 13 (6169) 

YEOVIL HOSPITAL, Somerset 
Applications are invited for the post of resident 
SENTOR HOL SE OFFICER 
to include the f wing: Gynaccology, Obstetrics 
Pacdiatrics Yeovil is a busy hospital, the centre 
f a Hospital Group and affords good all round 
Practica xperienc Salary £°4%5 per annum Ap- 
plications giving age expericnce qualifications 
and the nam f thr ref cs, to be sent to the 
Secretary, Yer Hospital. Somerset (6052) 


BISHOP'S STORTFORD. HERTS, HAYMEADS 
HOSPITAL 
(General Hospital 400 beds) 


(Midway between London and Cambridge. Main 
Line Railway from Liverpool Street) 
HOUSE OFFICER, Obstetrics. ete. 
(male or fema first, second of third post held 
to mmence May 1 1956, for period of six 
month Dut mnexion with Obstetric D 
partment, “econatal Nursery and Pacdiatric Ward 
of 4 i) Salary £425 to £525 per annum. less 
im respect of resident facilities Applications 
Stating qualifications. natianality xPperi- 


testimonials or names of two 
sent to the Hospital Secretary 
(S872) 


with mes { 
referees, should be 


BRITISH MEDICAL JOURNAL 


PLYMOLTH, SOUTH DEVON AND EASE 

CORNWALL GENERAL HOSPITAL GROUP 
South Devon and East erawall Hospital, Plymouth 
and Gyasecology 


Department of Obstetrics 
HOUSE OFFICER 
bstetrics and gynacc vacant July I, 19%6 
K j he Memt { the Royal 
{ ins ind gists 
xp int btained in bstctrics 
ante-nata und =f t ita clinics Apt 
tating 2 ral ality jualifications a 
ce, with nam the referees, to ft 
tt undersigned Arth R. Cash, Group 
Nelson Gard Stok Piven th (S914) 


SHREWSBURY HOSPITAL GROUP 


Royal Salop Infirmary and Copthorne Hospital 
(500 beds) 


GYNABCOLOGICAL HOUSE SURGEON 


gynaecological beds and two House Surgcons 
Post gn if MRCOG Va May |! 
19%¢ App tions with copy stimonials to 
Group Se Royal Salop Infirmary, Shrewsbury : 

(6053) 


SOUTHAMPTON GENERAL HOSPITAL 
Recognized for the Membership and Diploma 
examinations of the R.C.0.G. 


(Resident) 
r Gyna 


TWO HOUSE SURGEONS 
required mid-May and cend-May f 
and Obstetrical Unit, Posts tenab 
pies of mt testi 
as soon as possible to Gr 
Manage- 


ons, with 
rwarded 
uthampton Group H 


Bullar Street, South 


Secretary 


mimitt« 
6230) 


EDWARD VEL HOSPITAL 


WINDSOR, KING 


OBSTETRIC AND GYNAFPCOLOGICAL HOUSE 


SURGEON 
required, mak r fema for post vacant May 2! 
Post recognized for MR.C.OG. and DR.COG 
Not @ pre-reeistration post Su sf andidat 
i t t jent at the Old Wind tnt of the 
Hos pita Ar ints required to ¢t member 
Medical Protection ty Apt tions, stating 
axe nationality, qualifications, with date wit 
pies f recent testimonials f names { thre 
reterces, to Hosp tat Secretary by April 28. (6054) 


FOREST GATE HOSPITAL 
Forest Lane, E.7 


Precezistration OBSTETRIC HOUSE OFFICER 


(Second Post) 
required for six months mmencing June 1. 1956 
The appointment is yenized for training of can 
fidat D Obst R.COG Applications, with 
lam t tw referees t the Group Secretary 
West Ham Group Hospital} Management Com 
mitte Stratford. E.15, by April 21. 1956 
(Pr.6231) 
SOL WEST MIDDLESEX HOSPITAL 
MANAGEMENT COMMITTEER 
King Edward Memorial Hospital, Ealing 
HOUSE OFFICER in Gynaecology 
with obstetric duties at Perivale Maternity Hospital, 
Greentord. vacant trom May 1 Preference given 
to p ms Secking second pre-registration post 
under the Medical Act. 1950 Applications to 
Group West Middlesex Hospital, Isic- 
worth, by Apr 24. 1956 (Pr.6245) 


HUDDERSFIELD HOSPITAL MANAGEMENI 
COMMITTEE 


Huddersfield Royal Infirmary (312 beds) 


HOUSE SURGEON to the Gynaecological and 
Abnormal Maternity Department 
required to commence duties on April 
The post is recognized for the DRC 
is @ pre-registration appointment. Salary 
ance with natio scales Applications 
with copies f three recent testimonials, to 
addressed to the dersigned as soon as possible 

J. Johnson. Secretary to the Management Com 
mittee, The Roval Infirmary. Huddersfield. (Pr.5977) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


16, 1956 
0.G. and 
in accord- 

together 
be 


Saint Mary's Hospital (81 Obstetric Beds) 


HOUSE OFFICER (Obstetric) 
(Pre-registration). Vacant now Applications, stat- 
ing age xperience and qualifications, together 
with the names of reterces, should be forwarded 
as soon as possible to E. H. Hurst. 34. Grove 


Road South. Southsea (Pr.9285) 


ST. HELIER HOSPITAL 
Carshalton, Surrey 


OBSTETRIC HOUSE SURGEON 
(Pre-registration post) to the Obstetric and Gynae- 
cologica| Unit (108 beds) Vacant end May Post 
recognized for MR.COG Applications, stating 
age. experience and qualifications. with copies of 
recent testimonials. and the name and address of 
one referee. should be semt to the Secretary at 
above address (Pr.6081) 


APRIL 14, 1956 


OPHTHALMOLOGY 
HOSPITAL BOARD 


LEEDS REGIONAL 


REGISTRAR 
the 
1.800 new 


Vacancy in Ophthalm 
Group (22 eye beds and 
annually Non-resident 
qualifications and 
appointments, with 
and addresses t } 
Joint Registrars Committec 
gate, by April 19. 1956 


details 
dates 


THE UNITED SHEE whe LD HOSPITALS 


ications inv n-resick post 
OPHTHAL Mic REG ISTRAR 

yal H June | Ap 
recs. should 
t Adm:nnstrat 
Ont The Lait Hospitals, West Su 
Shetlicld, (owl 


Appl 
pital Post vacant 
names of thre 


at the Ri 


LNITED MANCHESTER HOSPITALS 


Manchester Royal Eye Hospital 


Applications it the post of 
SE \10R REG ISTRAR 
at the above Hospital (attached w the Universit 
Department of Ophthalmology) Whole-time post 
(non-resident) Tenabl for twelve months, sub- 
ect to renewal Previ s experience in ophthalmo- 
ogy esscnual The terms and conditions of service 
for Hospital Medical and Dental Staffs will apply 
Applications ¢t be made as soon as possible n 
forms obtainable from the undersigned —H. R 
North, General Supcrintendent 6170 
CROYDON EVE UNITE 
Applications tor the p 
St st RG EON 

to the Crovdon Eve lt In-patient and rut 
patient departments Post vacant now Applica 
tion form btainab! from Group Secretary 
General Hospital, London R 1. ¢ ydon 6082 

GLASGOW EVE INFIRMARY 

RESIDENT HOUSE OFFICER 
required immediately Appointment w for. six 
months and qualifies for pre-registration period in 
surgery Salary scale £425 to £525 per annum 
Applications to Medical Superintendent, Glasgow 
Eye Infirmary, 174, Berkeley Street, Glasgow, C3 


ORTHOPAEDICS 


HAREFIELD AND NORTHWOOD GROLP 
HOSPITAL MANAGEMENT COMMITTEE 


REGISTRAR 


ork involves 


ORTHOPAEDIC 
required for this group of hospitals. W 


sessions at Harefield, Mount Vernon and North 
wood, Pinner and District Hospitals, togcth with 
three sessions at St. Vincent's Orthopaedic Hosp 
tal Application forms obtainable from the Group 
Secretary, Harefield and Northwood Group HMC 
Mount Vernon Hospital, Northwood, Middlesex 
(6216 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR 


vacancy in Orthopaedic Sureery. Leeds (64 Ortho- 
pacdic beds), and the Public Dispensary, Leeds 
Non-resident Applications, stating age, qualifica- 
tions and details of present and previous appoint 
ments, with dates, toecthcr with the names and 
addresses of three referees, to the Secretary, Joint 
Registrars Committee, Park Parade, Harrogate. by 
April 19, 1956 (6055) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Sheffield (652 beds) 
F.R.C.S. 


City General Hospital, 
(Recognized for training for the 
Examination) 
WHOLE-TIME NON-RESIDENT REGISTRAR 
(Orthopaedics) 


required. Appointment for one year in first in- 
stance. Apply to Secretary, Sheffield Regional 
Hospital Board. Old Fulwood Road. Shefficid, »y 
April 23, 1956. giving age nationality, qualifica 
tions. present and previous appoimtments (with 
dates), naming three referees (6083) 


UNITED HOSPITALS 
Manchester Royal Manchester, 13 


REG ISTR AR 
in the Orthopaedic Department 
to commence as soon as possible. Appointment for 
twelve months, renewable. Applications to be made 


on forms obtainable from the undersigned and to be 
returned 
Taylor, 


not later than 18, 1956.—G. H 


Secretary 


April 


| 
~ 
| 
— 
| 
| 
| 
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Orthopaedics—contd. 


PAISLEY, ROYAL ALEXANDRA INFIRMARY 


JUNIOR HOSPITAL MEDIC Al OFFICER 
Resident, required for Orthopacd ind Fractu 


Unit Applications, stating ag < 
tion, experience, etc., should be submit Group 
Medical Superintendent 6129) 

DARTFORD HOSPITAL MANAGEMENT 

SENIOR HOt SE on 

red 1 the departments { acdics and 
Traumatic Surgery at the Wes Hill H pital. Dart 
ford The post is recognized for FRCS 
Dartiord is of casy ac Ss to Loadon. with a ftre- 
quent train service cations, with full particu. 


ars, to be sent to the Group Secretary, The Bow 
Arrow Hospita Dartford, Kent Hise 


GALASHIELS, PEEL HOSPITAL 
(General Hospital 220 beds. Full Consultant Staff) 
Orthopaedic Surgical Department 
Applications arc ited from registered gener 

Practitionc for mt post 
"SE NIOR HOUSE OFFIC ER 


for six months’ pcriod commencing immed ly 
Salary at rate of £745 per annum and other ndi- 
tions of service in accordance with the regulations 
for the National H “iy Servic Applications t 

Medical Super Peel Hospital, Galashicls 
Tel. : Galashiels 225 (6167) 


MIANSFIFLD, NOTTS (near), HARLOW WOOD 
ORTHOPAEDIC HOSPITAL (338 beds) 
Applications are invited from reeistered medical 

Practitioners for the 
RE SIDENT SENIOR HOUSE OFFICER 


ne spital deals not only with long-term ortho 


pacdic but also with all ¢ othe ‘rf types of cases, includ- 
traumatic work enized for 
cxamination purposes by th | f Sur 
ns Applicat st Notting 
n N Ss HM¢ m, Rair 


worth. near Mansfi ! (6009) 


NORTH SHIELDS, TYNEMOUTH VICTORIA 
JUBILEE INFIRMARY (115 beds) 


HOL St st RG EON 


Req { Orthopaed and Casualty duties 
Senior House Officer or Hou or grade ac 
jing to expericn Post i c- 
ration purposes Applica t with 
names tw rees, to Gr ps etar n 
Hospita North Shicids (6084) 


WAKEFIELD, PINDERFIELDS GENERAL 
Al 


SENIOR Hot = 


equired for Orthopa partment 
Dp Residen nmod d 
ut the rate of £155 per Apply to 

j encd, giving f Jeta ne yperi- 

and two names addresses for reter- 
enc Ww Bowring, Group Secretary, Victoria 
Chambers, Wood Street, Wakcficld (5978) 


WEST WALES HOSPITAL MANAGEMENT 
COMMITTEE 
West Wales General Hospital (188 beds) 


SENIOR HOUSE OFFICER 
Orthopaedic and Treumatic Surcers 


Applications are invited for the above post which 
s now vacant Salary and conditions of service 
as down by Monisiry of Health, Applications 


stating age. qualifications, experience, natic nality, 
with names and addresses of thre ferees, to the 
Group Secretary, West Wales Hospital Management 
Committee, Glangwili, Carmarthen (6058) 
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HIGHLANDS GENERAL HOSPITAL 
Winchmore Hill, N.21 


HOUSE SURGEON 

require Duties mainly Orthopaedic with some 
EN "Cas aity and Emergency General Surgery 
New Operating Theatre, Out-patient and Casualty 
Departments *reference given for applicants seck- 
ng pre-registration post under Medica! Act, “~ 
Applications, with copies of three testimonials : 

name and address of one referee, to Hospital Sem 
retary (Pr 6183) 


ASHFORD HOSPITAL, Ashford, Kent 


Applications are invited for the appointment of 
HOUSE SURGEON (Orthopaedics) 

at the above hospital, which is recognized for pre 
registration service. Salary £425, £475 or £525 a 
year according to experience, jess £125 a year for 
residential emoluments. Applications, stating quali- 
fications, experience and the names and addresses 
of two referees, to the Group Secretary, South- 
East Kent Hospital Management Committee, * Ash- 
Fton,”” Radnor Park West, Folkestone (Pr.6238) 


ASHEORD HOSPITAL, Ashford, Middlesex 


REQUIRES RESIDENT HOUSE SURGEON (Male) 
for Traumatic and Orthopaedic Unit Preference 
given to pre-registration candidates Applications 
Sating age, qualifications and experience, with 
copies of up to three recent testimonials, to Medi- 
a! Director of Hospital immediately (Pr.S627) 


BEVERLEY, YORKSHIRE, WESTWOOD 
HOSPITAL (229 beds) 


ORTHOPAEDIC HOUSE SURGEON 
(First, second or third post) 


Married accommodation available Offers good 
pportunity for general experience in busy acute 
gencral hospita Approved pre-registration post 
Fully registered practitioners may apply Recor- 


Vacant mid-May. Apply to 
(Pr.6028) 


nized for F.R CS 
Group Sccretary 


BRIGHTON GENERAL HOSPITAL 


HOUSE SURGEON (Orthopaedics) 
This post is recognized as a pre-registration ap- 
poinunent Applications, stating usual particulars 
together with copies of recent testimonials, should 
be sent to the Physician Superintendent, Briehton 
Gencral Hospital, Eim Grove, Brighton. (Pr.6148) 


CHERTSEY, SURREY, ST. PETER’S HOSPITAL 
(late Botley’s Park War Hospital) (430 beds) 


ORTHOPAEDIC HOUSE SURGEON 


required from 18, 1986. S.H.O0. or 
(Intern.) grade. Post ven'zed for F.R.C.S and 
pre-registration service Preference given to pro- 
visionally registered candidates. Salary in accord- 


onditions of National Health 


an vith terms 

Ser Ar ns toecther with names and 
ad sses of referees, to be sent to the Physician 
Superintendent, St. Peter's Hospital, as soon as 
possible (Pr.5351) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Portsmouth Hospital 
(Orthopaedic Department—-104 beds) 


HOUSE OFFICER (Pre-registration) 

Vacant now Applications, stating age, exper!- 
ence and qualifications, together with names of 2 
referees, should be forwarded as soon as possible 
to E. H_ Hurst, 35, Grove Road South, Southsea. 

(Pr.9294) 
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PAEDIATRICS 


THE HOSPITAL FOR SICK CHILDREN 

Great Ormond Street, London, W.C.1 

Applications are invited for the post of 

RESIDENT ASSISTANT SURGEON 

(Grade —Senior Registrar) 

falling vacant on July 1, 1956. The appointment is 
whole-time and resident. Duties will be both super- 
visory and administrative and cover the whole of the 
surgical work of the Hospital. Further particulars 
and form of application, which must be returned 
not later than Monday, May 14, 1956, are obtainable 
from the undersigned.—H. F. Rutherford, House 
Governor and Secretary (6114) 


EAST ANGLIAN REGIONAL HOSPITAL 
BOARD 


PAEDIATRIC REGISTRAR 
Peterborough Arca Main hospital Peterborough 
Memorial, other hospitals at Stamford and Wisbech 
Duties include care of the new-born Post pro- 
vides wide experience and training Appointment 
for one year, renewable for second year Anpli- 
cations, stating age, experience and the names of 
three referees, to the Board's Senior Administra- 
tive Medical Officer, 117, Chesterton Road, Cam- 
bridge, by April 23, 1956. Candidates invited to 
visit hospitals by direct arrangement with H.M.C. 
Secretary. Memorial Hospital, Peterborough. (5825) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR VACANCIES IN PAEDIATRICS 
(1) Bradfora (A) and (B) Groups Duties mainly 

at Children’s Hospital (100 beds) Resident 
(2) Huddersficld and Halifax Groups (agerceate 

of 60 acute pacdiatric beds) Non-resident 
Applications, stating age, qualifications and details 
of present and previous appointments, with dates, 
together with the names and addresses of three 
referces, to the Secretary, Joint Registrars Com- 
mittee, Park Parade, Harrogate. by April 19, 1956 
(S781) 


ST. MARY'S HOSPITAL, 
Children’s Department, Princess Louise Kensington 
Hospital for Children, St. Quintin Avenue, W.10 


CLINICAL ASSISTANT (Medical, $.H.0. grade) 
required for one session per week, Thursdays, p.m. 
Applications, with names of three references, to 
the undersigned not later than April 21, 1956.— 


A. C. Young, Secretary. (6108) 
WANDSWORTH HOSPITAL GROUP 


St. James's Hospital, Balham, London, 


SENIOR HOUSE OFFICER (Paediatrics) 
with at least six months’ pacdiatric experience. 
Vacant May 14. Post recognized for D.C.H. Ap- 
plications, stating age, qualifications. experience, 
and two referees, to Group Secretary, at above 
address, by April 21. (6110) 


PORTSMOUTH GROUP HoSsPITAL 
MANAGEMENT COMMITIEE 


St. Mary's Hospital 
SENIOR HOUSE OFFICER 
for Paediatric Departmemt (53 beds), including over- 
sight of neonatal problems in a large Maternity 
Department. Vacant May 16, 1956. Applications, 
stating age, experience, and qualifications, together 
with names of two referees, should be forwarded 
as soon as possible to E. H. Hurst, 35, Grove Road 
South, Southsea 
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Paediatrics—contd. 


THE UNITED BIRMINGHAM HOSPITALS 


The Children’s Hospital, 

Lad)wood Read, Birmingham, 16 
Applications are invited t the post of 
ASSISTANT RESIDENT MEDICAL OFFICER 

(Senior House Officer) 


vacant June 20. 1956, for one year Man duty 
w take charge of infants block (60 cots) Previous 
hospital experience of diseases of infancy is desir- 
abic, and pr ren will be given to candidates 
holding the MRC P Forms of application may be 


should be 
Secretary 
(S883) 


and 
Phaip 


Odtained from the House Governor 
return by Apr w 195% GA 
to the Board of Governors 


THE UNTTED BIRMINGHAM HOSPITALS 


The Children’s Hospital, 
Ladywood Road, Birmingham, 16 


the appointment of 
OFFICER 


Applications are invited for 
RESIDENT MEDICAL 


in the gerade of Senior House Officer, vacant June 
1, 1956. tor one vear Forms of om ion may 
be obta J trom the House Gov and should 
be returned to him not later than ‘ies 5, 1956.-- 

G. A. Phaip, Secretary to the Board of Governors 
(6247) 

WEST MANCHESTER H.M.C. 
Park Hospital, Davyhuime (General Hospital 
433 beds) 

SENIOR HOUSE OFFICER (Paediatrics) 
required. post vacant end Apri Hospital recog- 
nized for traning for Diploma in Child Health 

HOUSE OFFICER (Paediatrics) 
required Post vacant end April 
Hospital has a midwifery unit of 73 beds and there 
are a thoracic surgery beds on the Paediatric 
Unit. Hospital recognized for training for Diploma 
ta Child Health Application torms trom Secre 
wry (6202) 
THE OUPEN ELIZABETH HOSPITAL FOR 


CHILDREN MANAGEMENT COMMITTEE 
mey Road, Shadwell, F.1, and Banstead 
Wood, Surrey 


HOUSE OFFICERS (TWO) 
made for two consecutive 
six months, commencing June 1, 1956. 
House Physician and second as 
and Casualty Officer Application 
obtained from the Secretary at 
and should be returned with copies 
three testimomals on of before 
(6184) 


Appointments will be 
periods of 
First period as 
House Sureeon 
forms may be 
Hackney Road 
6f not more than 
April 1956 


SUNDERLAND, CHILDREN'S HOSPITAL 
(83 beds) 


HOUSE OFFICER (Paediatrics) 
male or female required Post vacant early May. 
Provisionally registered practitioners may apply 
This post gives xpcrience in acute medical 
surgical diseas and ww recoenived for the 
Previous experience, though desirable, not cssential 
Apply. naming two referees, to the Hospital Secre- 
tary Roval Infirmary, Sunderland (6171) 


PADDINGTON GREEN CHILDREN’S 
HOSPITAL, W.2 
(St. Mary's Hospital) 


Applications are invited for the post of 


(a) HOUSE SURGEON 
Pre-registration post, vacant June 1, 1956. Tenable 
for six months Applications, stating age, nation- 
ality, qualifications (with dates). and experience, with 
copes of thr nt testimonials, should reach the 
Secretary not later than Saturday. April 28, 1956 

(b> HOUSE PHYSICIAN 
Pre-registration post, vacant June 1, 1956 Tenable 
for six months Applications, stating age. nation- 
ality. qualifications (with dates) and experienc with 
copies of thr recent testimonials, should reach th 
Secretary not later than Saturday, April 28, 1956 

Pr 6143) 


ST. MARY'S HOSPITAL 
DEPARIME 
Princess Louise Kensington Hospital for Children, 
St. Quintin Avenue. 10 


CHILDREN'S 


HOUSE OFFICER 


required (second of third post) Medical. Vacant 


June 1, 1956 Pre-registration (second post) cand: 
dates maidered Recognized for the 

Applications to undersigned not later than Thursday 
19. 19% A.C. Young, Secretary (Pr.6144) 


WESTMINSTER HOSPITAL TEACHING GROUP 
Westminster Children’s Hospital 


HOUSE PHYSICIAN 
(Secoad pre-registratioa) 


for six months trom June 1, 19%6 Applications 
with copies of testimonials, to the Secretary, West- 
minster Children’s Hospital, Vincent Square. S W.1, 
by April 25 (Pr.6127) 
BRADFORD, ST. LUKE'S HOSPITAL (828 beds) 
HOUSE OFF ER 

Vacant May 1, 19s¢ gnized tor pre-registra- 
ality, qua fcati ns and experience, with copy test 
monials, to the Secretary, Bradtord Royal Infirmary 


(Pr. S886) 


PATHOLOGY 
GROUP PATHOLOGICAL LABORATORY 
at Redhill County Hospital, Eariswood Common, 
Redhill, Suey 


REGISTRAR Clinical Pathology) 


vacant July 1, possibly earlicr Accommodation 
(married or single) available Visit to Laboratory 
by arrangement with Pathologist. Application form 
from Group Secretary, Redhill H.M.C., Eariswood 


returnable by April 28 


(6085) 


Mount, Redhill, Surrey 


SOUTH-WEST METROPOLITAN REGIONAL 


HOSPITAL BOARD 

The Mental Hospitals’ Group Laboratory, Epsom 

Applications are invited for non-resident, whole- 
time post o 

REGISTRAR IN PATHOLOGY 

The Laboratory affords facilities for waining and 
experience in all branches of pathology with op 
portunitics for specialization and rescarch In 


addition to working at the Laboratory, appointed 


applicant will be required to visit and work at the 
hospitals served by the Laboratory. Applications 
to be made on forms, returnat by April 28, 19*6, 
to b btained from the Group Pathologist, the 
Mental Hospitals’ Group Laboratory, at West Park 
Hospital, Epsom, from whom full information may 


be obtained and appointment to 
see the I aboratory (6059) 


with whom an 
may be arraneed 


WEST MANCHESTER H.M.C, 
Park Hospital, Davyhulme (General Hospital 
433 beds) 
RESIDENT CLINICAL PATHOLOGIST 
grade) 
year in the Group Laboratory 
Previous expericnce desirable but not essential 
Facilities for taining in all branches of Pathology. 
Department recognized for D.C.P. and D.Path ex- 


required for one 


aminations, Duties to alternate with second resi- 
dent pathologist Post now vacant. Applicatiog 
forms trom Secretary. (6204) 


PHYSICAL MEDICINE 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 
PHYSICAL MEDICINE 
Mid-Herts and 


CONSULTANT IN 
(Whole-time or maximum 


Sesstons) 


Luton and Hitchin Groups of Hospitals Duties 
will include 4 half-days a weck at Garston Manor 
Medica! Rehabilitation Centre. where the success- 
ful candidate will assist the consultant in charge, 
and act as his deputy. He will be required to live 
within easy reach of Garston Manor Hospitals 
and Centre may be visited by appointment with the 
Group Secretaries at Bleak House, Catherine 
Street, St. Albans; St. Mary's Hospital, Dunstable 
Road, Luton; and 9 Rickmansworth Road. Wat 
ford, respectively Application forms obtainable 
from, and returnable to, Secretary, North-West 
Metropolitan Regional Hospital Board, ila, Port- 
land Place, W.1, before May 23, 1956 (6196) 


PLASTIC SURGERY 


ROOKSDOW N HOUSE PLASTIC AND JAW 
UNIT, Basingstoke, Hants 


Applications are invited for the appointment of : 
SENIOR HOUSE OFFICER 
(required at the end of June. 1956) National 
salary scale and conditions. Interesting work which in- 
ides plastic surgery of all variations, war injuries, 
congenita! abnormalities and burns at al! stages, in 
special “ burns’ centre. Apply, stating experience 
ind the names of two persons for reference, to the 
Medical Superintendent as soon as possible. (6159) 


THE UNITED LIVERPOOL HOSPITALS 
Applications are 


invited for a temporary post of 
REGISTRAR IN PATHOLOGY 


for the period to September 30, 1956. The duties 
of the post wil! be undertaken mainly at the 
Women's Hospital Apply by April 28, 1956, on 


the Secretary, 80, Rodney 
(6203) 


lahl 
ailabie 
form availat from 


Street, Liverpool 
BETHNAL GREEN HOSPITAL 
Cambridge Heath Root, London, 
(Acute 309 beds) 


Applications are invited for the post of 
SENIOR HOUSE OFFICER (Pathology) 
resident or non-resident. for area laboratory at this 
hospital. The essful candidate will be expected 
when necessary to work in other hospitals in the 
under the supervision of the arca Pathologist 
Stating age, nationality, experience and 
with copies of three recent testi 
Hospital Secretary by April 19, 1956 

(5935) 


SOUTH LONDON HOSPITAL FOR WOMEN 
AND CHILDREN, Clapham Common, §.W.4 


suce 


group 
Applications 
qualifications 
monials, to the 


Applications are invited from registered medical 
women for the post of 
SENIOR HOUSE OFFICER in Pathology 


Previous experience in laboratory work is not 
essential Applicants will be required to live near 
the hospital. For form of application apply to the 
Secretary (6086) 
BISHOP'S STORTFORD, HERTS, HAYMEADS 
HOSPITAL (General Hospital -400 beds) 
(Midway between London and Cambridge. Main 


Line Railway from Liverpool Street) 


Applications are invited for the following appoint- 
ment 
SENIOR HOUSE OFFICER (Pathology) 


(Resident) Appointment t commence May 1 
196, for period of twelve months. Salary £745, leas 
£130 in respect of residential emoluments Appl 
cations. stating qualifications, nationality, age and 
experience. with ¢ s of testimonials or names 
f two referees. should be sent to the Hospital 
Secretary (6233) 
BEVERLEY, VORKSHIRE, WESTWOOD 
HOSPITAL 


ASSISTANT PATHOLOGIST 
(Senior House Officer grade) 


Required in Area Laboratory with attendance at 


Branch Laboratory. Drifficid Offers experience all 
branches of pathology Salary £745. Detailed 
applications to Group Secretary (5800) 


BRISTOL, FRENCHAY HOSPITAL 


HOUSE SURGEON 
required for regional department of Plastic Surgery 


of 94 beds Tenure six months, renewable by 
mutual agreement. Apply to Group Secretary. 
Frenchay Hospital, Bristol, quoting age, experience 
and two referees. (6248) 
PSYCHIATRY 

THE NATIONAL HOSPTTALS FOR NERVOUS 


DISEASES 


The Board of Governors invites applications for 
the appointment o 
ASSISTANT PHYSICIAN 


to the Department of Psychological Medicine (Con 
sultant status) at the Maida Vale Hospital for 
Nervous Diseases. Maida Vale, W 9 Applicants 


should possess a higher medical qualification. The 
appointment will be part-time and the successful 
applicant will be required to attend four half-days 
per week Applications (35 copies). giving the 
names of three referees, must be sent to the under- 
signed not later than April 28, 1956 —-H. Ewart 
Mitchell, Secretary to the Board of Governors, The 
National Hospitals for Nervous Diseases, Quecn 
Square, London, W.C.1 (S928) 


NORTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Tavistock Clinic, 2, Beaumont Street, W.1 


SENTOR REGISTRAR in Psychiatry 
whole-time, Department for Children and Parents 
At least one year’s previous experience in child 
psychiatry essential Post vacant June 1, 1956 
Clinics may be visited by direct appointment. Ap- 
plication forms obtainable from, and returnable to, 
Secretary to Committee, Paddington Group Hos- 
pital Management Committee, Harrow Road, W.9, 
by April 30. 1956 (6115) 


CHERTSEY, SURREY, BOTLEYS PARK 
HOSPITAL 


South-West Metropotitan Regi 


REGISTRAR (Psychiatry) 

This modern mental deficiency hospital of 1,550 
beds provides full facilities for patients of all grades. 
Recognized for twelve months of the two-year quali- 
fying period for D.P.M. Opportunity of experience 
at nearby mental hospitals and child guidance clinic 
Accommodation available for single person Ap- 
plication forms obtainable from the Secretary to the 
Hospital Management Committee. 6029) 


i Hospital Board 
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Psy chiatry—contd, 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR VACANCIES IN PSYCHIATRY 
(a) Clifton Hospital, York (1,100 beds) Resident 

or non-resident, 

Menston Hospital, 
Resident. 

c) Meanwood Park Hospita) (Menta! Deficiency), 
Leeds (700 beds). Accommodation available for 
Bingic person, 

It desired, facilities for attendance at the 
University will be provided if the successful 
dates are studying for the D.P.M 

Applications, stating age, qualifications and details 

present and previous appointments, with dates 


mear Leeds (2,500 beds) 


Leeds 
candi- 


together with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com 
mittee, Park Parade, Harrogate, by April 19, 1956 

6786 


SOUTH-WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD 


Gra lingwell Hospital Management 
Chichester, Sussex 


Committee, 


SENIOR REGISTRAR 
Applications are invited for the appointment of 


Senior Registrar (whole-time) at the above Hospital. 
Appixants should have had wide psychiatric ex- 
perience and possession of the D.P.M. or its 
eguivalcnt is essential The Hospital has an ad- 
mission rate of 1.100 a year, and there are three 
active Out-patient clinics There are departments 
of Research, Neurology, Psychology and Social 
Service, and there is a modern clectro-encephalo- 
graphic unit Application forms, for which a 
stamped addressed envclope should be supplicd, 
may biaincd from the Group Secretary, Gray- 
lingw Hospital, Chichester, and five copies should 


be returned to him. duly completed, not later than 

fourteen days after the appearance of this advert 

ment 6107) 
WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the following appoint- 


meat, which will be for one year in the first instance 
REGISTRAR IN PSYCHIATRY 
based at Stobhill General Hospital, Glasgow Ap 
Dlications (twelve copies), stating date of birth 
qualifications, expericnce, present apromtment, and 
the names of three referees. to reach the Secretary 
Western Regional Hospital Board, 64, West Regent 
Sect, Glasgow, by April 21, 1956. This appoint 
ment is subject to the National Health Service (Scot 


land) (Superannuation) Regulations (6130) 


STOKE PARK GROUP HOSPITAL 
MENT COMMITTEE 


BRISTOL. 
MANAGE 


appointm 


Appiications are invited for the mt of a 
JUNIOR HOSPITAL MEDICAL OFFICER 


in the above Group of Mental Deficiency Hospitals 
Salary £775 per annum. rising by £50 to £1,075 per 
annum A detached house or unfurnished flat is 
available at moderate rental Applications, giving 
full personal particulars, qualifications and exper 
en together with names and addresses of tw 
referees, to the Group Secretary, Stoke Park Hos 
pital, Stapleton, Bristol, as soon as possible (6145) 


EXETER, /WONFORD HOSPITAL 
577 (mental) beds) 


JUNIOR HOSPITAL MEDICAL OFFICER 


advisable 


required. Previous psychiatric experience 
t not essential if candidate has good genera 
perience Facilities for study for D.P.M_ Salary 


le, £775 by £50 to £1,075. Small Aat available 
single or married officer, at Digby Hospital, but 
Whitley Council terms and 


insuitable tor children. 
Onditions of service Applications. giving age 
ationality, qualifications and experienc with 


to Group Secretary, Dev 


Tames of two referees, 


(Salary range ¢t 
Hospital for a 


Statl 
is available 


< Hospital Medical 
£1.07S.) A flat 


Mental Hospital Management Committee. Exminster 
Hospital, near Exeter, as soon as possible. (6097) 
ISLE OF WIGHT GROUP HOSPITAL 
MANAGEMENT COMMITTEE 
JUNIOR HOSPITAL MEDICAL OFFICER 
(Psychiatry) 

Whitecroft Hospital, Newport, LW. (454 beds) 

Applications are invited for the above post. which | 

Is biect to the Terms and Conditions of Ser | 

| 


at the 


single applicant. Further information relating to 
the post may be obtained from the Medical Super- 
intendent of the Hospital. Applications, giving full 
particulars of qualifications amd experience, with 
names of three referees, should be received by the 


Group Secretary, LW. Group Hospital Manage- 
meat Committee, Clatterford House, Carisbrooke, 
1.W., not later than April 23, 1956. (6060) 
RADIOLOGY 


MANCHESTER REGIONAL HOSPITAL BOARD 


Whole-time or maximum part-time 
CONSULTANT GROUP RADIOLOGIST 
to the Bolton and District Group of Hospitals 
(Bolton Royal Infirmary, etc.). Wide experience 
and higher qualifications essential. To live im or 
near Bolton. Application forms from the Senior 
Administrative Medical Officer to the Board, Cheete 


wood Road, Manchester, 8, to be returned by April 
25, 1956 (6151) 
THE UNITED BIRMINGHAM HOSPITALS 


Applications ate invited for the appointment of 
CONSULTANT RADIOLOGIST 
on the basis of maximum part-time service. The 
successful candidate will be required to take up his 
duties in November, 1956 The officer appointed 
may be required to undertake postgraduate studics 
in other approved centres either in this country or 
abroad, for which purpose a Fellowship will be 
available which wil] include travelling expenses, a 
subsistence allowance and a basic salary. Applica- 
uons, giving the names of three referees. must be 
submitted on a special form to be obtained from the 
undersigned The closing date will be May 12, 
1956.—G. A. Phalp. Secretary and Principal Admin- 
istrative Officer, United Birmingham Hospitals. 
(6146) 


ST, GEORGE'S HOSPITAL, S.W.1 


Applications are invited tor the post of 
WHOLE-TIME REGISTRAR 
to the Diaer X-ray Department. This ts a 
non-resident appointment, and candidates should 
possess a Radiological qualification. Applications, 
Stating age. education, qualifications, experience and 


the names of two referees, should reach the under- 
signed not later than May 5, 1956—P. H 
stable. House Governor (6162) 


ST. MARY'S HOSPITAL, Paddington, W.2 
nvited for the post of 

REGISTRAR 

Radiological Department ; posses- 
ma in Radiology is essential The 
a first period of twelve months, 
arranged : remuneration to be 
at Registrar” rates. Applications, stating nation- 
ality, date of birth. permanent address, qualifica- 

with dates, details and National Health Ser- 
aradings of previous and present appointments, 


Applications are 


to the Diagnostic 
sion of the Dipk 
appoim@ment is for 
as trom a date to be 


vice 

together with the names and addresses of three 
reterees, should reach Alan Powditch, House 
Governor, not later than April 30, 1956 (S8R5) 


LIVERPOOL REGION AL HOSPITAL BOARD 
Applications are invited for the post of 
RADIOLOGICAL REGISTRAR 

with duties mainly at Birkenhead General Hospital, 
but also at other hospitals in the Birkenhead and 
North Wirral Groups. Possession of a Diploma in 
Radiology would be an advantage. Forms of appli- 
cation from, and to be returned to, Dr. T. Lioyd 
Hughes, Senior Administrative Medical Officer, 
Liverpool Regional Hospital Board, 19, James 
Street, Liverpool, 2, to be received not later than 


April 21, 1956.—Vincent Collinge, Secretary to the 
Board (6123) 
RADIOTHERAPY 


COLLEGE HOSPITAL 
Gower Street, 


Applications are invited for the post of whole- 


CONSULTANT RADIOTHERAPIST 
August J. 1956. of as soon thereafter as 
The successful candidate will be required 
within ten miles or half an hour's journey 
of University College Hospital. Twelve copies of 
applications, with the names of three referees, & 
the Administrator and Secretary by May 12, 1956 
(6251) 


from 
possible 
to reside 


THE ROYAL MARSDEN HOSPITAL 
Fulham Road, Londoa, $.W.3 


Applications are Invited for the full-time appoint- 
ment of 

REGISTRAR in the Radiotherapy Department 
Salary £850 per aanum. Candidaics must hold a 
Diploma in Medical Radiology. Forms of applica- 
tion are obtainable from the House Governor, to 
whom applications, together with the names of three 
referees, should be sent by May 2, 1956. (6163) 


UNITED BRISTOL HOSPITALS 
Goint Appointment with the South-Western 
Regional Hospital Board) 


REGISTRAR IN RADIOTHERAPY 

The successful applicant will be appointed to 
work in the first instance for one year in the United 
Bristol Hospitals, and may also be required to work 
in a Regional Board Centre. Applications, giving 
the names of two referees, should be sent not later 
than April 30, 1956. to Secretary, Royal Infirmary, 
Bristol, 2. (6205) 


RHEUMATOLOGY 


LEEDS REGIONAL HOSPITAL BOARD 


REG ISTRAR 
Vacancy in Genera! Medicine at Regional Rheu- 
matism Centre, Harrogate, 240 beds (9 sessions), and 
Rheumatism Clinics, General Infirmary at Leeds 
(2 sessions) Resident at the Royal Bath Hos- 
pital. Harrogate. Applications, stating age, quali- 
fications and details of present and previous ap 


pointments, with dates, together with the names 
and addresses of three referees, to the Secretary, 
Joint Registrars Committee, Park Parade, Harro- 
gate, by April 19, 1956 (5782) 
SURGERY 
ST. THOMAS’ HOSPITAL 
London, S.E.1 
SURGICAL REGISTRAR 
For a period of one year in the first instance 
from July 1. 1956. There are four Surgical 
Registrar posts at St. Thomas’ and in the Group. 


which are interchangeable, two of them being resi- 


dent and two non-resident Applications, naming 
two referces, to the Clerk of the Governors by 
April 28, 1956. (6185) 


CLACTON AND DISTRICT HOSPITAL 
Clacton-on-Sea (58 beds) 


Applications invited for post of 
REGISTRAR (Resident Surgical Officer) 
Required temporarily mid-May tw mid-September 
Applications, with copics of three testimonials, wo 
the Group Secretary. Coichester H.M.C., 14, Pope's 
Lane, Colchester, Essex (6206) 


LEEDS REGIONAL HOSPITAL BOARD 


REGISTRAR 
vacancy in Genera! Surgery, Leeds (A) Group 
Resident at St. James's Hospital, Leeds (140 
Genera! Surgical beds). One of two similar posts 
Applications, stating age, qualifications and details 
of present and previous appointments, with dates, 


together with the names and addresses of three 
referees, to the Secretary, Joint Registrars Com- 
mittee, Park Parade, Harrogate. by April 19, 1956 

(6061) 


SHEFFIELD REGIONAL HOSPITAL BOARD 


Moorgate General Hospital (355 beds) 


(Recognized for training for the F.R.C.S. 
examination) 
Whole-time Resident SURGICAL REGISTRAR 
required Appointment for one year in first in- 
stance Apply to Secretary, Shefficld Regional 
Hospital Board, Old Fulwood Road, Sheffield, by 


April 23, 1956, giving age, nationality, qualifica- 
nhons present and previous appointments (with 
naming three referees (6062) 


dates). 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 32 


Unlimited Indemnity 


Full Particulars from the Secretary, 


SUBSCRIPTION: £1 for first three years fo 
ENTRANCE FEE, 


tHe MEDICAL PROTECTION SOCIETY cimrrep 


r newly qualified entrants, £2 for members of more than three years’ standing 


- (Remitted to those joining within 12 months of Registration) 
OVERSEAS INDEMNITY FOR AN ADDITIONAL SUBSCRIPTION 


Dr. Alistair French, Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4614 


Assets exceed £160,000 


| 
| | | 
| 
— | 
| 
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| 
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4? 
Surgery —contd. 
LIVERPOOL REGIONAL HOSPITAL BOARD 


Ormskirk County Hospital 


Applicat r th st of 
st RG al “REG ISTRAR 

" futies abov pital, which is an Acute 
" > f 433 beds Sing residential accommo- 
4V able if required Forms of applica 

and ¢t t tur Dr I. Lloyd 
Hugh Semor Administrativ Medical Officer 
Regional Hospita] Board, 1 St. James 
Street, I P 2, wo t received not jater than 
Vincent ¢ nge. Secretary to th 
Board (6122) 


NORTHERN IRELAND HOSPITALS 
At THORITY 


NI or REG ore AR 


Anp n a time post 
as R t » Ce ral S ut bh ta man 
aged the ¢ ra xd Portrush H tal Man 
Committ rms and cond “ 
fa th at ’ ft Spe 
North Ircland Apr ation be 
n m t with rther part I- 

from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Q n Street, Belfast, and to be 
sot later Ay 1956 #147) 


SOLTH-EAST METROPOLITAN REGIONAL 


BRITISH MEDICAL JOURNAL 


VICTORIA HOSPITAL 
Applications are invited tor the appointment of 
SENIOR HOLSE SURGEON 
at the above hospital The post is r gnived t 
the F.R.C.S. examination, Salary £745 a year, less 
deduction of t150 a year for residential cnx 
ments Applications, stating qualifications, cxperi- 
ence and the names and addresses ol two reterees 
to the Group Secretary, South-East Kent Hospita 
Management Committec, * Ash-Eton,"* Radnor Park 
West, Folkestone (6239) 


GALASHIELS, PEEL HOSPITAL 
(General Hospital 220 beds. Full Consultant Staff) 
General Surgical Department 
Applications are invited from registered gencral 
practitioners for resident post as 
SENIOR HOUSE OFFICER 

’ six months’ period commencing immediately 
Salary at rate of £745 per annum and ‘other condi 
tions of service in accordance with the regulations 
r the National Health Service Applications t 
Medical Superintendent, Peel Hospital, Galashic!s 
iTe Galashiels (6166) 


HARWICH AND DISTRICT HOSPITAL 
Dovercourt Ge beds) 


DOVER, ROYAL 


Applications invited for post of 
SENIOR HOUSE OFFICER 


HOSPITAL BOARD Duties mainly surgical, but there is a proportion 
o of medical beds In addition there are surgica 
Application : ted for an appointment as medical ear nose and throat out-paticnt and 
whole-time asualty work Post tenable for one year App 
REG anne el General ‘Surgery ations, with copes of three testimonials, to the 
f rain tablish Group Secretary, Colchester H.M.C., 14, Pope's 
ment in the Bron Ke nt. group of hospitals. The Lane, Colchester, Essex (6207) 
tment w t " jan with th Term 
P of iu tal Medical and HOPE HOSPITAL 
D Staff «f und and Wa und will be for : - 
the Appl a Salford Hospital Management Committee 
wnt dat togeth . the names and Applications are invited for the post of 
{ tw to t mt to the Secr SURGICAL SENIOR HOUSE OFFICER 
, K ars South-East Metropolitan at the above hospita The post is recognized for 
Regional Hospi joard, 11. Portland P | the F.R.C.S. London Applications, stating age 
t 1 than Apr 28, 1956 G08 qualifications and detai f experience, together 
UNITED MANCHESTER HOSPITALS AND with the nam addre two referee 
| should be addressed to the Hospital Secretary 
MANCHESTER REGIONAL HOSPITAL BOARD | ary, 
. | Hope Hospital, Salford, 6. Lan as soon as pos 
ble - 
SENIOR REGISTRAR in Surcery (61 
r mn 1 as as Os 
commence as pow | HULL (A) GROUP HOSPITAL MANAGEMENT 
for twelv months, renewable with initia 
the Manchest R Hull Royal Infirmary 
ta Apr ints must h r 
ma ssf and te rans! 
the t 4 Manch c Me 1 Manchester R (Senior House Officer grade) 
Infirmary th se may t ! ie training Vacant April 18. Recognized for FRCS. Salary 
A al t be made on form obtaina fron will be at the rate of £°45 per annum ssad 
th 4 1, and to t returned not lat than juction of £15*% per annum for residential em 
Apr J. Cable, Secretary to the B ments Nationa nditions of service Applica 
{ Governors, United Manchester Hospitals, Man- tions to the Hospital Secretary, Hull Royal Intirmary 
chest k Infirmary, Manchester, 13 17) (5964) 


WESTERN REGIONAL HOSPITAL BOARD 


Applications are invited for the f wing ap nt 

ment, wh will be for the first mmstan 
REG ISTRAR st RG FRY 

based at th val Infirmary, Glasgow Applica 

stating dat f birth qualifi 

mt and th 


th Secretary 
na! Hospital Board, 64, West Regent 
w, by April 21. 1956 
t to the National Health Ser S« 
and) (Superannuation) Regulations 
PRESTON AND CHORLEY HOSPITAL 
MANAGEMENT COMMITTEE 


Chorley and District (80 acute beds) 


Ann j nvited ns the f 

the main duti ¢ surgical and the post is recoe 
nived for th >R cs Post vacant May 1, 1956 
Anmlication with names f tw referees, to the 
Group Secretary. Royal Infirmary, Preston (6063) 


OUFEN CHARIOTTE’S AND CHELSEA 
HOSPITALS 


Chelsea Hospital for Women 


HOUSE SURGEON (Senior House Officer) 
femt post tenat for one year from August 
1954 Applications to the Secretary to tt Board 
t Governors. by April 24, 1956. on forms obtair 

able from 339. Goldhawk Road. London W 6 
(6257) 


BATLEY, THE GENERAL HOSPITAL 
Carlinghow Hill 
SENIOR HOUSE OFFICER (Resident) 


Applications are invited for the above post, which 


avaiat mmediately The hospital 99 beds 
which are allocated to the specialties General 
Sureery. ENT Orthopaedics and Ophthalmology 


Administrative Officer 
(6088) 


Apply. in writing. to the 
copies of two testimonials 


HULL (A) GROUP HOSPITAL MANAGEMENT 


COMMITTEE 
Western Genersit Hospital (510 beds) 


SENIOR HOUSE OFFICER (Surgical) 
required EE xtensiv surgical xperience available 
under full- and part-time consultants Recognized 
tor FRCS Applications to the Hospital Sec 

(5803) 


HOSPITAL 


MARGATE GENFRAL 
(132 beds) 

SENIOR HOUSE OFFICER (Surgical) 
Recognized for F RCS. and D.A. Salary £745 
per annum, less charee for residential emoluments 
Applications, with copics of testimonials, to Hos 
pital Secretary (6024) 


NORTH SHIELDS, TYNEMOUTH VICTORIA 
JUBILEE INFIRMARY (115 beds) 


HOUSE SURGEON 
Required for General Surgical duties Senor 
House Officer or House Offic grade according two 
experience Post is recognized for pre-registration 
purposes Applications, together with names of 
two referces, to Group Secretary, Preston Hospital 
North Shields (6089) 


OLDHAM ROYAL 
Recoghizved for F.R.C. 

Applications are invited tor the appointment of 
ASSISTANT RESIDENT SURGICAL OFFICER 
AND ASSISTANT CASUALTY OFFICER 
(Status Senior House Officer) 
becoming vacant n June 1. 19%6 Applications 
stating age. qualifications and expericnce, together 
with copies of two recent testimonials and quoting 
Ref. No. E38, should be forwarded to the Group 
Secretary, Oldham and District Hospital Manage 
ment Committee, Central Offices, Rochdale Road 
Oldham (6246) 


Aprit 14, 1956 


MEDWAY AND GRAVESEND HOSPITAL 
MANAGEMENT COMMITTEE 


Sheppey General Hospital, Minster, Sheppey, Kent 


HOUSE SURGEON 
(Senior House Officer grade) 

Applications are invited from registered medical 
practitioners with previous hospital xperience for 
above post vacant now (senior of three) Appoint- 
ment will be for twelve months at a saiary of £745 
per annum, Suitable for candidate secking further 
clinical experience and opportunity for reading for 
higher qualifications Applications, siating age, 
qualifications, nationality, and experience, | be 
addressed to the Hospital Secretary (6102) 


PLYMOUTH, SOUTH DEVON AND EASE 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Corawall Hospital, 
Devonport 


SENIOR HOUSE OFFICER in Surgery 
vacant immediately, recognized for the F RCS 
Arthur R. Cash, Group Secretary, 7. Nelson Gar- 
dens, Stoke, Plymouth S915) 


PLYMOUTH, SOUTH DEVON AND FAST 
CORNWALL GENERAL HOSPITAL GROUP 


South Devon and East Cornwall Hospital, 
Greenbank Road, Plymouth 


SENIOR HOUSE OFFICER in Surgery 
vacant immediately, recognized for the F.R.C.S 


Applications, stating age, nationality, qualifications 
and experience, with names of thr cferees, 1 
the undersigned Arthur R. Cash. Group Secre 
tary, 7, Nelson Gardens, Stoke, Plymouth. (6240) 


THE GUEST HOSPITAL (154 beds) 
SENIOR HOUSE OFFICER (Surgical 


Post now vacant Apply Group Secretary. Guest 
Hospital, Dudley (9129) 
WEST CORNW ALL MANAGEMENT 

COMMITTEE 


Camborne-Redruth Hospital, Redruth 
(151 be 32 sureical beds, Area Radiotherapy, 
Gynaecological and Obstetric Centres, and busy Out- 
paticat Clinics. 4 Residents) 


SENIOR HOUSE OFFICER (Surgical 


required, with casualty duties Vacant on April }, 
1956 Applicat Stating nationality, quali- 
fications and Apericnce together with tw copies 
of recent testimonials, should t addressed to the 


Hospital Secretary (6030) 
CAERNARVON AND ANGLESEY HOSPITAL 
MANAGEMENT COMMITTEE 

Applications ar nvited for the post of 
HOUSE SURGEON 
at Liandudno General Hospita Liandudno (Re- 


vanized for FRCS) The appointment is for a 
period of six months Salary and conditions of 
service in accordance with those approved by the 
Ministry of Health Applications, stating arc 
qualifications and xpericnce together with the 
names and addresses of tw ferees, to t for- 
warded 1 the Group Secretary Plas Gwyn, 


Friddoedd Road, Bangor, within ten days of the 
anpearan of this advertisement (6173) 


WISBECH, NORTH CAMBRIDGESHIRE 
HOSPITAL (90 beds) 


North Cambridgeshire Hospital Management 
Commitice 


HOUSE SURGEON 

Vacant carly May, 1956. Post offers very good 
all-round expericnce in general surecry. and is 
most suitable for anyone considering entering 
gencral practice Applications from registered of 
provisionally registered practitioners, naming two 

referees to be sent to the Group Secretary 
(S807) 


BETHNAL GREEN HOSPITAL 
Cambridce Heath Road, London, £.2 
(Acute General 309 beds) 


HOUSE SURGEON 
Post recognized for F_R.C.S. and pre-registration 
purposes Applications Stating nanhonality 
qualifications and experience, with copics of tw 
testimonials, to the Hospital Secretary by April 
24, 1956 (Pr. 6186) 


ROYAL NORTHERN — 
Holloway, L London, 


HOUSE SURGEON 
required, May il, 1956 Preference given to pre- 
registration candidates Recognized for F.R.CS 
Applications, with copics of recent § testimonials 
to be sent to the Hospital Secretary by April 24, 
1956 (Pr.6i09) 
ASHTON, HYDE AND GLOSSOP HOSPITAL 
MANAGEMENT COMMITTER 


HOUSE SURGEON 
required at Ashton-under-Lyne General Hospital 
Preference will be given to pre-registration appli- 


cants Recognized for F.R.C.S(Eng) Vacant 
now Applications (with copies of two testi- 
monials) to Group Secretary, General Hospital, 
Ashton-under-Lyne, Lancs (Pr.6064) 


APRIL 14, 1956 


BRITISH MEDICAL JOURNAL 


Surgery—contd. 


BARROW AND FURNESS HOSPITAL 
MANAGEMENT COMMITTEE 
Applic ations are invited for a resident post of 
HOUSE SURGEON 


(recognized for pre-registration) at the North Lors 
dale Hospital, Barrow-in-Furness, with surgical 
work under contro { Consultant Surgeons Post 


recognized for FRCS National conditions and 
salary scaics Applications to the Group Secretary, 
$2. Paradise Street, Barrow-in- Furness (Pr.6190) 


BEDFORD GENER AL ecaret AL (437 beds) 


Iwo registration Hot SE SURGEONS 
required (one immediately nd one mid-May) The 
appointments offer nal pportunitics§ tor 
general experience in busy acute surgical units 
Detaiied applications, with copies of two recent 
testimonials, to Group Secretary, Bedford Group 
Hospital Management Committee. 3, Kimbolton 
Road. Bedtord (Pr.5785) 


BLACKBURN AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Royal Iofirmary, Blackburn (262 general beds) 


HOUSE SURGEONS (two) 
requieed April 23 and May 1, 1956. Post recoer- 
nized tor F.R.C.S. and approved for pre-registra 
thon) purposes Applications to Secretary H.M¢ 
Office. Royal Infirmary. Blackburn (Pr S834) 


BOURNEMOUTH AND DORSET 
HOSPITAL MANAGEMENT COMMITTEE 


Poote General Hospital, Longfleet Road, Poole, 
Dorset 


TWO HOUSE SURGEONS (Pre-registration) 
required. One post vacant May 25 and second on 
June 20, 1956. Posts recognized for F.R.C.S. and 
FR.CS Ed Applications to the Hospital Secre 
tary at the Hosp tal (Pr.6065) 


BOL RNEMOLTH AND EAST DORSET 
HOSPITAL MANAGE COMMITTEE 


Royal Victoria Hospital, Shelley Road, Boscombe, 
Bournemouth 


Applications are invited tor the appointment of 
GENERAL HOUSE SURGEON 

The post. which becomes vacant on May 19, 1956 

is recognized for the F.R.C.S. examination and for 

pre-registration purposes Applications to the 

Hospital Secretary at the Hospital (Pr.6066) 


BRADFORD ROYAL INFIRMARY (507 beds) 


HOLSE SURGEON (General Surgery) 

Vacant May 1, 1956 

HOUSE SURGEON (General Surgery /Urology! 

Vacant May 10, 1956 

Recognized for F.R.C.S. and pre-registration pur 
Poses Applications, stating age, nationality, quali- 
fications, and experience, with copy testimonials. to 
the Secretary (Pr.5887) 


BRISTOL COSSHAM AND FRENCHAY 
HOSPITAL MANAGEMENT COMMITTEE 


HOUSE SURGEON in General Surgery 
required at Cossham Memoria! Hospital, Kings- 
wood, Bristol, for period Aprii 21 to July 31 
1956. 8% beds acute medicine and surgery. Recos- 
nized pre-registration post but fully registered 
Practitioners considered Apply to Group Secre- 
tary. Frenchay Hospital, Bristol, quoting qualifica- 
tions, experience and two referees. (Pr.$923) 


BURNLEY AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Burniey Victoria Hospital (171 beds) 


RESIDENT HOUSE OFFICER (Surgical) 
The appointment is approved as a pre-registration 
post and recognized for F.R.C.S. Applications, 
with three references, to Group Secretary, Burnley 
General Hospital Pr.6180) 


CHELMSFORD AND ESSEX HOSPITAL 
(162 beds) 


Applications are invited for the post of 
RESIDENT HOUSE SURGEON 
(Pre-registration post) 

The post became vacant on April §, and offers 
good surgical experience and is recognized for the 
FRCS Applications, together with two recent 
testimonials, to the Secretary, Cheimsford Hospital 
Management Committee, London Road, Chelmsford 

(Pr. 8711) 


XI CHESTER AND DISTRICT HOSPITAL 
MANAGEMENT COMMITTEE 


Chester Royal lIofirmary 


Applications are invited for the post of 
HOUSE SURGEON (General) 
vacamt May §, 1956. Recognized for F RCS and 
pre-registration service Applications, givine full 
details, together with the names and addresses of 
two referees, should be forwarded to the Group 
Sccretary, S. King’s Buildings. Chester (Pr. 6113) 


APRIL 14. 1956 


CHICHESTER, ROYAL WEST SUSSEX 
HOSPITAL 
(202 acute beds) 


RESIDENT HOUSE SURGEON 
required for six months’ appointment National 
salary scale for first, second or third posts. Post 
approved for pre- “registration practitioners Also 
recognized for F.R.C Seven residents, including 
R.S.O. and three House Surgeons Vacant April 
29 Appiy to Senior Administrative Officer 

(Pr.6181) 


DERBYSHIRE ROYAL INFIRMARY, Derby 


HOUSE SURGEON (Pre-registration) or 
SENIOR HOUSE OFFICER for General Surgery 
Now vacant. Apply, stating ful] details, with 

copies of two recent testimonials, to Secretary 
(Pr 6067) 


EASTBOURNE HOSPITAL MANAGEMENT 
COMMITTEE 


St. Mary's Hespita! (261 beds) 
Princess Alice Hospital (120 beds) 


Applications are invited for three pre-registration 


posts of 


HOUSE SURGEON 
for General Surgery in these two busy, weil- 
equipped hospitals, falling vacant between May 9 
and May 22 Recognized by Royal College of 
Surgeons. Staff of nine House Officers. Appli- 
cations. stating age. nationality, qualifications and 
experience, with copies of two recent testimonials, 
to the Group Secretary, 29, Bedfordwell Road 
Eastbourne (Pr.6068) 


FARNHAM GROUP HOSPITAL MANAGEMENI 
COMMITTEE 


Farnham Hospital, Hale Road, Farnham, Surrey 


Applications are invited for the post .of 
HOUSE SURGEON (Pre-registration) 
vacant on May 19. Appointment for six months 
Salary £425 to £525 per annum according to ex 
perience. £125 per annum deducted in respect of 
board, lodging, ctc. Application by Ictter, stating 
age. qualifications, experience and present appoint- 
ment with copies of three testimonials. to the 
Medical Superintendent (Pr.6174) 


GRIMSBY HOSPITAL MANAGEMENT 
TIEE 


Scartho Road Grimsby 


RESIDENT HOUSE SURGEON 
required. Pre-registration or Senior House Officer 
grade Post now vacant Well equipped medical 
library and reading room are available at Grimsby 
General Hospital nearby Applications, with names 
of two referees, to Hospital Secretary (Pr.$791) 


HASLEMERE AND DISTRICT HOSPITAL 
(82 


is) 


Guildford Group Hospital M 


Applications are imvited for the post of 
HOUSE OFFICER (Locum considered) 
Pre-registration post. but registered medica! practi- 
tioners invited to apply Surgical with charge of 
twelve medical beds Valuable experience in 
general and emergency surgery, orthopacdic, E.N.T., 
eynaccological, children and casualty work Apply 
immediately to Hospital Secretary, Haslemere and 
District Hospital, Haslemere, Surrey (Pr. 5607) 


HUDDERSFIELD HOSPITAL MANAGEMENT 
COMET TES 


Huddersfield Royal Infirmary (312 beds) 


HOUSE St RG EON (Female) 

Required to commence duty immediately. The 
post is recognized as a pre-registration appoint 
ment and for the F.R.C.S. Salary in accordance 
with national scales. Applications, together with 
copies of three recent testimonials, to be addressed 
to the undersigned as soon as possible —H. J. John- 
son, Secretary to the Management Committee, The 
Rova!l Infirmary. Huddersfield (Pr.5979) 


HULL (A) GROUP HOSPITAL MANAGEMENT 
COMMITTEE 


Kingston General Hospital, Hull (419 beds) 


Applications are invited for the appointment of 
HOUSE SURGEON 
this post includes gynaecology, E.N.T and general 
surgery Pre-registration post Vacant May | 
Applications, giving full details, and copies of two 
recent testimoniais, to the Hospital Secretary. 
(Pr. 4839) 


IPSWICH AND EAST SUFFOLK HOSPITAL 
Anglesea Road Wing (356 beds) 


Applications are invited for the post of 
HOUSE SURGEON 
to the Gencral Consultant Surecon. vacant on 
May 12. 1956. The post is recogmzed for pre- 
registration and for the F.R.CS_ examinations 
Applications. with copies of recent testimonials 
to the Hospital Secretary (Pr 6091) 


RBRITISH IOURNAT. 
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IPSWICH AND EAST SUFFOLK HOSPITAL 
Heath Road Wing, Ipswich (270 beds) 
Applications invited for two posts of 
HOUSE SURGEON (Pre-registration) 
to General Surgeons, Posts become vacant May 15 
and 17, 1956 Recognized for R.C.S. examinations 
Applications, with full details, and copies of recent 
testimonials, to Hospita! Secretary (Pr. 6090) 


LEICESTER GENERAL HOSPITAL 


Applications are invited for two pre-registration 
posts of 
HOUSE SURGEON 
Applications, stating age, qualifi 


vacant now 
cations and copics of recent testimonials, t& 
Group Secretary, No, | Hospital Management Com 
mittee, The Leicester Royal Infirmary, immediately 

(Pr.9S1D 


LINCOLN COUNTY HOSPITAL (200 beds) 
Applications are invited from pre-registration 
candidates tor an appointment as 
HOUSE SURGEON 
for six months, to be followed, if satisfactory, by 
an appointment as House Physician for a turther 
six months. Apply. giving full particulars, to R. W 
Howick, Group Sceretary (Pr 6069) 
NORTH HERTS HOSPITAL, Hitchin, Herts 


Applications are invited for the post of resident 
HOUSE SURGEON 

vacant May 1, 1956. Recognized as pre-registration 

post and for FRCS Applications to be sent to 

the Medical Administrator, Lister Hospital, Hitchin, 

as soon as possible (Pr.6070) 


NOTTINGHAM CITY HOSPITAL (804 beds) 


Applications are invited for the post of 
OUSE SURGEON 
vacant Apri! 15, 1956. Recognized for pre-regis- 
tration purposes Applications, stating age, nation- 
ality, qualifications and experience, togcther with 
copies of not more than three testimonials, to be 
sent to the Hospital Secretary, City Hospital, Huck- 
nall Road, Nottingham (Pr.4683) 


NOTLINGHAM, GENERAL HOSPITAL 


RESIDENT HOUSE SURGEONS 
(Pre-registration) 

(first or second post) required as soon as possible 
tor six months Applications, stating age, qualifica- 
trons and experience, together with copies of testi- 
monials to be sent to the Group Secretary. (Pr.8965) 


PLYMOLTH, SOUTH DEVON AND EAST 
COKNWALL GENERAL HOSPITAL GROLP 


South Devon and East Cornwali Hospital, 
Devonport 


HOUSE SURGEON 
pre-registration post. vacant June 1, 1956, recoe- 
nized for the F.R.CS.—Arthur R. Cash, Group 
Secretary. 7. Nelson Gardens, Stoke, Plymouth 
(Pr. 5916) 


PLYMOUTH, SOUTH DEVON AND EASI 
CORNWALL GENERAL Hosen AL GROUP 


South Deven cand “East Cornwall | Hospital, 
& Read, Ph 


HOL SE St RGE ONS 
pre-registration posts, vacancics June 12 and July 1, 
1956. recognized for the F.R.C.S.--Arthur R. Cash, 
Group Secretary, 7, Nelson Gardens, Stoke, Ply- 
mouth (Pr.S918) 


PLYMOUTH, SOUTH DEVON AND FAST 
CORNWALL GENERAL HOSPITAL GROLP 
South Devon and East Cornwall Hospital 
Freedom Fields, Plymouth 


HOUSE SURGEONS 
pre-registration posts, two vacancies July 1, 1956, 
recognized for the F.R.CS —Arthur R. Cash, 
Group Secretary, 7, Neison Gardens, Stoke, Ply- 
mouth (Pr 5917) 


PONTEFRACT AND CASTLEFORD HOSPITAL 
MANAGEMENT COMMITTEE 
Pontefract General Infirmary 
HOUSE SURGEON 
required. Post vacant from April 15, 1956. This 
is an approved pre-registration post under Medica! 
Act, 1950, but applications will be considered from 
fully registered practitioners. Hospital approved 
under F.RC.S. Regulations, and provides excellent 
surgical experience.—Apply to the Secretary. Great 
Northern House, Salter Row, Pontefract. York 
shire. (Pr.6022) 


PORTSMOUTH GROUP HOSPITAL 
MANAGEMENT COMMITTEE 


Queen Alexandra Hospital (87 surgical beds) 
HOUSE SURGEON (Pre-registration) 


St. Mary's Hospital (130 surgical beds) 
HOUSE SURGEON (Pre-registration) 
Vacant May 9, 1956 
Applications, stating age, experience, and quali- 
fications, together with names of two referees 
should be forwarded as soon as possible to E. H 
Hurst, 35, Grove Road South, Southsea. (Pr.9304 
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Surgery —contd. 
ROVAL SOLTH HANTS HOSPITAL (278 beds) | 
and SOL THAMPION GENERAL HOSPITAL 
(471 beds) 
(Recocnized for F.R.C.S8.) 


RESIDENT HOLSE SURGEONS | 
wired of June. Pre-registration cand 
Apr with f ent | 
=] j warded to ¢ p Secr 

tar Sone Group Hospi: Manage ment 
Cor Bullar Street, Southa Pr 6232) 
ROYAL SUSSEX COUNTY HOSPITAL 

Brighton, 7 (312 beds; 


THREE HOUSE SURGEONS 
Vacam and md-May uding gynae- 
gv) mid-Apr K emzed pre-registration and | 


SOU THPORT GENERAL INFIRMARY 
(Recognized for F.R.C.S. and Pre-registration) 


HOUSE SURGEON 


General S ind Gynaecc Post vaca 
about M Anniv with twe Pv testimomals 
ry. Southport and District 
Promenade Hospital, Southport Pr.6154) 


TEES SIDE HOSPTIAL MANAGEMENT 
COMMITTEE 


Middlesbrough (188 beds) 


North Ormesby Hospital, 

Apr a invited for th ntment of 

HOLSE OFFICERS (Surgical) 

requir Ma temaic Ih appoiniments 
ar er i for the F RCS. examination and 
for p tration serv n the Medical Act 
1950 ation tating | details ! giving 
m ret should be addressed to 
the Hospital Secretary Pr 5806) 


HOSPITAL MANAGEMENT 
COMMITTEE 


— 


Stockton and thoraaby Hospital, Stockton-on-Tees 
beds) 


TEESSIDE 


Applications are invited for the appointment of 


HOUSE OFFICER (Surgical) 


the abow hospita Ih Ppoimtiment ts recog- 
mved for pre-registration service un the Medica 
Act 1950 Am ion tating full details 
giving two mames tor reference, to be add 
to the Hospital Secretary (Pr.4 
WARRINGTON ENFIRMARY (172 beds) 
HOUSE SURGEON (Male or female) 


(Recogatzed for registration) 
4 1 cy at th 
a sident Ho Sureeon 
to £525 per less a d 
ull tial emoluments 
t mt H. L. Boot, Group 
n and District Hospital] Man- | 
c/o General Hospital, War 
(Pr.4632) 


IMMITTEE 


Camborne-Redruth Hospital, Redruth 
(151 beds: 32 surgical beds. Area Radiotherapy, 
Grnvecotogical aed Obstetric Centres, and busy Out- 
patient Clinics. 4 Residents) 
Applications invited from provisionally registered 
ractitioners for a post of 
HOUSE SURGEON 
salty duties Vacant on April 1. 1956. 
stating agc. nationality, qualifications and 
together with two copies of recent testi 
iid be addressed to the Hospital Sccre 
(Pr 6031) 


with cas 
ap 


momals 


WEST MANCHESTER H.M.C. 
Park Hespital, Devyhulme 
(General Hospital 435 beds) 
OFFICERS (General Surgery) 
Posts 
Posts 


2 
recognized for 
vacant mid-April 

(Pr 6108) 


requir 
FRCS 
Fe 


from Secorctary 


gistrahon 
ination 


WORCESTER, RONKSWOOD HOSPITAL 
(268 beds) 
(Associated with Worcester Reyal Infirmary) 


HOUSE SURGEON 
otherwise) for gencral 
Secretary 


surecry 
(Pr 6208) 


(pre-rcaistration of 
Applications t 


ology 


BRITISH MEDICAL JOURNAL 


THORACIC SURGERY 


KELLING HOSPITAL AND DEPARTMENT OF 
THORACIC SURGER 
Hott, Norfolk 
neat ations ar nvited r the following posts 


whic yme vacant May 1956 
1. "Lox FL NIOR HOSPITAL MEDICAL 
OFFICER (6 to 9 months) 
2. SE SE ER 


This hospital (180 | feals witt ind 
Non-tuberculous Chest nditions offers x 
experien n Chest Medicine and Thora 
Sur v App ations latin ax sex quaiifica 
ns Nabionality and exp we togcth with 
names of tw referees th Group Secretar 
mer Arca Hospita Manarement Commiutice 
Cromer, Norfolk. who w be pleased t pply any 
ther information concerning the appomtments 


GROVE PARK HOSPITAL 
Lee, London, §.E.12 
Lewisham Grovp Hospita! Manacemenat Committee 
SF Hot ‘SE SURG TON 


to the Thoracic Surgery Unit at the above hospt 
for pulmonary tuberculosis Vacant immediately 
and t at me year Salary wnnum 
ess £1450 for Jential emolun 4 
Stating as qualifications and experience, with cor 
testimonials or nan f referees. to Groun Secre- 
tary at Lewisham Hospital, London S.E.13. (609%) 
ILALEY, MIDDLETON HOSPTIAL (430 beds: 


RESIDENT SENIOR HOUSE OFFICER 
(Surgical) 
required tor Major Thorac 
sbove hospital Applications 
ality qualifications and expericn 
Secretary 


Surgical Unit at the 
Stating nation 
to the Hospital 

(5679) 


IMPORTANT: All intending applicants 
should read the revised NOTICE at the 
top of page 32 


PUBLIC HEALTH 
BOROUGH OF TOTTENHAM 


OF bt PUTY MEDICAL 
FRICER OF HEALIN 
Sanenition are invited for the post of Deputy 
Medical Officer of Health from duly registered 
medical practitioners holding the Diploma of 
Put Health The flicer appointed will be re 
wired to devote WW per ent of he time to the 


wk of the Area Health Service of the Middlesex 
County Council as an Assistant Medical Officer 
The combined alary will be not css than 


annual incre 
appuint- 


£1.461 10s 3d per annum. rising by 
£1.79] 15s. 3d. per annum Ih 
subject to the provisions of the Local 
Governamen Superannuation Acts, 1937 to 1953 
ind to the passing of a medical examination. De- 
tails of the terms of the appoimmiment may be oo 
tained from the Medical Officer of Health, Town 
Hal Tottenham, “.15 Applications must be re- 
cived by th indersiened in envelopes endorsed 

Deputy Medical Officer of Health,” not later 
than 12 noon on Saturday, April 28, 1956. Can- 
vassing disqualifk M Lindsay Taylor, Town 
Clerk, Town Hall, Tottenham, N 15 (8943) 


CITY OF BIRMINGHAM 
Public Health Department 


WHOLE-TIME ASSISTANT MEDICAL OFFICER 
— or female) for Maternity and Child Welfare 

pplicants should have had ge in work 
with mothers and children, imcluding a six months 
post in a maternity aoantend and in a 
children’s hospital The D.P.H. will be considered 
an additional qualification The dutics will be 
onexion with maternity and child wel- 
fare as we 1s the medica! aspects of the care of 
feprived children. Salary £975 by £50 to £1,375 
per annum according to qualifications and experi 
nee Pension scheme (including widows and 
medic xamination Form obtainabic 
from Medical Officer of Health, Council House 
Birmingham ; Applications, with three recent 
testimomals. to be returned by April 2 1956. (6000) 


SURREY COUNTY COUNCIL 


APPOINTMENT OF ASSISTANT MEDICAL 
FICER 

Applications are invited tor the 
full-time assistant medical officer Applicants must 
PEOSsess ther the DP.H. or The main 
futies will be in connection with the school health 
and maternity and child welfare services Salary 
according to experience on the grade £975 by £50 to 
£1.37S per annum The appointment is subject to 
satisfactory medical examination, to the provisions 
of the Local Government Supcrannuation Acts 
1937-1953. and t three months’ notice on cither 
side Application forms. from the County Medical 
Officer, County Hall. Kineston-upon-Thames, to 
be returned by April 28, 1956 (6071) 


mainiy in ¢ 


rphans) 


appomtment of 


| 


| 


1956 


APRIL 14, 
CITY OF MANCHESTER HEALTH 
DEPARTMENT 


MEDICAL OFFIC ER 


App ns u 
(mak ¢) for the above position 
n th permanent staf! App ts should have 
stetric and fr pacdiatric aperience and will be 
required to undertake duties prin ally in Maternity 
and Child “We Itare Clinics Possession t the 
DRCOG, DPH r DCH alifications will 
be an advantage. Salary scaic t¥ riung to 375 
per annum The appointment it t to a med 
examination and the City ditions of 
rvice Application tained on request 
t be ret $i the Town Clerk, Tow 
Manchester and not t an he 
t this advertrsem Env pes must be end j 
Medical Officer sing Services Division Can 
Assing is prohibit 6032) 
CITY OF NOTTISCHAM EDUCATION 
COMMITTEE 
SCHOOL AL OFFICER 
Applications are t th post whole- 
time Sch Medica “Om th salary scale 
£975 by £50 to £1375 per annum The appoint 
ment be sut to the or sions of the I al 
Government Superannuati Acts Further particu- 
urs and = torms { application may obtained 
from the Principal Scho Medical Officer. 28, 
Chaucer St Nottingham —F. Stephe son, Dir 
tor of Education (5944) 
MIDDLESEX COUNTY COUNCIL 
County Health Department 
ASSISTANT MEDICAL OFFICER 
(Male or female) 
required initially in Area 10 (Staines, Feltham 
Twickenham and Sunbury) Dut include super- 
vision of health of school children. mothers and 
young children, attending health « s and routine 
medical inspections at sch Expericn in these 
branches of Public Health work an advantage 
Salary £975 by £50 to €1,3°5 per arnum inclu- 
sive Fstatlished pensionable subiect to medical 
asscssment and prescribed conditions Apply (no 


experence and 


forms) tating age, qualifications 

tw referees. to Area Medical Officer. Elmfield 

House. High Strect Teddington hy April 28 

(Quote $612, BM.) Canvassing disqualifies 
(6158) 

MIDLOTHIAN AND PEEBLESSHIRE COUNTY 

COUNCILS 
Applications invited for the post of 
ASSISTANT MEDICAL OFFICER (Male) 

Duties mainiy in connection with tubercu ss and 

school health services Salary and witions of 

service in acc vce with Whiticy Council recom- 


wding to experience Ap 
eferces to be 
Buildings, 


mendations. Placing 
plications with names f 
lodged with the County Clerk, ¢ 
George TV Bridge. Edinburgh. not later than tour- 
teen days from the appearance of this advertise- 
ment. (6197) 


SOMERSET COUNTY COUNCIL 
County Health Department 


aunty 


SENIOR MEDICAL OFFICER FOR MENTAL 
HEALTH 


Applications are invited from registercd medical 
practitioners for this wholc-tim superannuabie 


post. Candidates must have knowledge of mental 
deficiency and hunacy work and regulations The 
possession o. a diploma in pub! health and @ 
diploma in psychological medicine would be re- 
garded as additional qualifications Salary scale 
£1,415 by £50 (7) and £65 (1) to £1,830 per annum, 
together with appropriat travelling allowance. 
Applications should be received not later than 


Medical 
whom details 
(S840) 


April 18 by Dr. J. F. Davidson, (¢ 
Officer. County Ha Taunton, from 
and application forms can be obtained 


ADMINISTRATIVE 
WELSH REGIONAL HOSPITAL BOARD 


lowing full- 
permanent 


invited for the fol 
the Headquarters 


Applications are 
time appointment on 
staff: 

MEDICAL OFFICER 
Salary £1,415 (at age 33 or over) by £50 (4) by £65 
(1) to £1,680 per annum. = The commencing salary will 
be abated in the case cf a successful applicant under 
33 vears of age The duties of the office will be 
concerned in assisting in the administration of the 


Hospital and Specialist Services provided by the 
Board, as may be assiencd to him from time to 
time by the Board's Senior Administrative Medical 


Officer. The appointment is subject to the pro- 
visions of the National Health Service (Superannua- 
tion) regulations. and to the passing of a medical 
cxamination Applications (including a statement 
of the candidate's age, qualifications and experi- 
ence and the names of three referces) should be 
received by the undersigned not later than fourteen 
days from the date of this advertisement appearing 

A. E. Newell, Secretary of the Board, Tempie 
of Peace and Health, Cardiff (6243) 


— | | 
| 
= 
| 
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APRIL 14, 1956 
REPUBLIC OF IRELAND 
JERVIS STREET HOSPITAL, Dublin 


The Managing Committee of the Hospital invit 
applications from qualificd practitioners for th 
position of 

PATHOLOY.Y REGISTRAR 

Each candidate shall with his application state his 
age, and furnish particulars of his Jical, surgica 
and pathological! qualifications and experience Thx 
appointment will be for ne year but may be ex 
tended tor a second and a third consecutive ve 

Commencing salary £350 per annum by ¢100 1 
£450 per annum by £100 to £550 per annum Suu 
ably qualified candidate may commence at a salary 
above per annum Applications, addressed t 
the undersigned, should reach the Hospital before 
n Friday. April 27, 1956.--By Order. Sheila 
() Dea, Secretary (6183) 


LIMERICK REGIONAL HOSPITAL 
(288 beds) 


HOLSE SURGEONS 

Two House Surgeons required immediately to 
Department of General Surgery at the above Hos 
pital (open to pre-registration or fully registered 
Practitioners) The posts provide extensive exper 
ence in acute general surgery Salary at rate of 
£325 or £375 or £425 per annum, according to 
experience Forms of application and tull particu 
lars trom the undersigned D. F. Donovan, County 
Secretary, Limerick, Regional Hospital (6219) 


LOCAL APPOINTMENTS COMMISSION 
Positions Vacant 

1. ASSISTANT PATHOLOGIST. St. Kevin's 
Hospital, Dublin. Salary Scale: £1,182 to £1,821 
Essential qualifications include (i) at least five years’ 
experience in pathological work, especially im 
Morbid Anatomy and Histopathology, (i) M.D., 
M Sc PhD MRC or equivalent 

2. HAEMATOLOGIST. St. Kevin's Hospital, 
Dub'ia. Salary Scale: £1,182 to £1,605 Essential 
qualifications include (i) at least five ve ars” experi- 
nee of haematology, (i) MD. MSc Ph.D 
MRCP LIL, of equivalent 

Upper age limit for posts 1 and 2, 40 years, with 
extensions in certain cases 

3. EAR, NOSE AND THROAT SPECIALIST. 
Galway County Council. Salary: £800, plus use of 
certain beds. Essential qualifications include (a) at 
least four years” specialization in Ear. Nose and 
Throat work, including the performance of major 
surgical operations, (b) M.Ch., F.R.C.S., Diploma 
in Oto-Rhino-Laryngology of cquivalent 

4. PAEDIATRICIAN, Limerick County Council. 
Salary : £500 plus use of certain beds It required 
t) perform dutics at the Regional Maternity Hos 
pital, when completed, the salary will be +800 
Essential qualifications include (a) at least tour 
years experience in Pacdiatrics tb) M.D 
MRCP I. or equivalent. (c) D-C_H. or equivalent 

Minimum age limit for posts 3 and 4: 30 years 

Application forms and particulars from the Secre 
tary of the Commission, 45, Upper O'Conncil 
Street, Dublin. Latest time for recerving completed 
application forms: $ p.m. on April 20, 1956. (6254) 


OVERSEAS (Vacant) 


ASSISTANT REQUIRED FOR GENERAL PRAC- 
tice Excellent hospital Photograph required 
Salary $500 monthly.—Dr. Sollars, Radville, 
katchewan, Canada 


MEDICAL PRACTICE FOR SALE. A WE 
established Medical Practice in Wellington, New 
Zealand, is offered for sale The surgery is well 
equipped, with limited accommodation attached or 
alternative accommodation can be made availabic 
if required Confidential inquiries should be made 
in the first instance to “ Medical Practice,” c/o 
Cher'es Haines Advertising Ltd.. Wellington, New 
Zea‘and (4870) 


NEW ZEALAND CITY GENERAL PRACTICE 
for disposal Net income £3,200 per annum 
Premium £1,500. Modern home and surgery to be 
sold Reply Box 4414, B.MJ 


WESTERN AUSTRALIA. PERTH SUBURBAN. 
Assistant with view Principals Bart's; surgical 
ability advantage. Hancock and Robertson, Shell 
House, 205, St. George's Terrace, Perth, Western 
Australia 


ASSAM 


BRITISH MEDICAL OFFICER 

Required for old established group of Tea Estates 
Agee preferably 3 to 40 years Tropical clinica! 
and hygiene experience an advantage Three year 
agreement Commencing gross income, imcluding 
dearness allowance, the equivalent in Rupees of 
approximately £206 per month Bungalow with 
basic furniture, lighting. heating and servants tree 
car provided Applications, with three names tor 
reference purposes. to Box 4519, BMJ 


BRITISH MEDICAL JOURNAL 


BRITISH PETROLEUM COMPANY LIMITED 
requires 4 Medical Officer (male general practitioner) 
tor service in the Middle East The appointment is 
for six months in the first imstance Candidates 
must be registered in the British Medical Register 
and aged between 28 and 345 years Pretercnce will 

given to applicants with the D.P_H. of exper: 
enced in Public Health. Commencing salary £1,500 
plus generous allowance in local currency Full 
particulars can be obtained by writing, giving details 
of qualifications and a brief account of career, quot 
ing F SS, to Box 4502, BMJ 


MEDICAL RESEARCH COUNCIL WISH TO 
appoint a Medical Officer (male) to share in genera 
ward duties (20-30 beds), out-paticnts dispensary 
and in scheme of research work (on malaria and 
other parasitic discases) at their Laboratorics in 
Fajara, near Bathurst and at their up-country 
Station at Keneba, both in Gambia, West Africa 
appointment will begin in May or June, 1956, for 
initial tour of approximatel 18 months (possibility 
of permanent post later), Candidates must have nm 
National Service obligations and be interested in 
tropical discases possession of D.TM &H or 
previous experience of tropical discases, advan 
tageous but not essential. Salary will be according 
to age and experience at point in range £900- 
£1,470 p.a a foreign service allowance (tax free) 
varving between £200 and 560 p.a. will also be 
paid Kit allowances, tree accommodation and 
heavy furniture provided; passages to and from 
Gambia paid by Council for medical officer and 
family superannuation NHSSS. or FSS 
Home leave at end of tour approximately 18 weeks 
Apply by letter, with names of two profcssiona 
referees, to Establishment Officer, 38, Old Queen 
Street, Westminster, S W.1, within two weeks 

(6179) 

ALSTRALIAN RED CROSS SOCIETY 
New South Wales Division 


Applications are invited for the position of 
ASSISTANT DIRECTOR 
in the Blood Transfusion Service 
The position is full-time without the right of private 
practice and the salary is £2,500 per annum Aus 
tralian currency The successful applicant will be 
expected to assist the Director in the supervision 
of blood collection and laboratory procedures. Ex 
perience in laboratory methods is essential, Written 
applications should be addressed to the Genera 
Secretary of the Australian Red Cross Society, New 
South Wales Division, 27. Jamison Street, Sydney 
NS.W., and should state age, academic record 
war service (if any) and postgraduate experience 
especially in laboratory methods (S646) 


BAHRAIN, Persian 


The Government of Bahrain invites applications 
from British doctors for the post of 

Male Registrar F.R.C.S. Age 28 to 40. Start- 
ing salary at age 28, £2,150 per annum, reaching 
£3.140 with proportionate increments at £45 per 
annum 

No allowances) No income tax. Pension scheme 
European private practice only Free flat with 
hard turnishings and transport Agreement for two 
years, renewable, with five months’ home icave on 
full pay and free air passages Applications, with 
three testimonials, and photograph, should be ad- 
dressed direct to the Chief Medical Officer, Bah- 
rain Government.—R. Snow, Chief Medica! Officer. 
Bahrain Government, (S751) 


GOLD COAST LOCAL CIVIL SERVICE 
Gold Coast Medical Service 


Applications are invited from doctors with regis- 
trable qualifications for the following posts in the 
Gold Coast Local Civil Service 

1. MEDICAL OFFICERS 
for general duties including hospital and district 


k 

2. MEDICAL OFFICERS OF HEALTH 
to prevent disease and to carry out treatment when- 
ever necessary. Candidates must possess in addi- 
tion to registrable qualifications the Diploma of 
Public Health or a similar recognized qualification 

Appointment may be as follows: (a) Contract 
for two tour of duty of 18 to 24 months with 
gratuity (taxabic) at the rate of £12 10s, for cach 
completed month of service Salary in the scaic 
£1,330 to £2.310 a year. (b) On three years’ pro- 
bation for permanent and pensionable employment. 
Pension (non-contributory) is earned at the rate 
of 1/600th of the final pensionable emoluments for 
each compicted month of service. Salary in the 
scale £1.055 to £1.850 a year. (c) Doctors in the 
National Health Service may leave the N.H.S. but 
retain their superannuation rights while in the Gold 
Coast (up to six years) and receive a gratuity (tax- 
able) of 20 per cent of their Gold Coast salary 
after their cngagement Salary in the scale £1,054 
to £1,850 a year Starting point in salary scales 
is determined according to qualifications and ex- 
perience. Quarters are provided at rental not ex- 
ceding £150 a year Income tax at local rates 
Free passages provided for officer, wife, and up 
to three children under 13 years of age. Annual 
local leave is permissible and gencrous home leave 
is granted after each tour Application forms can 
be obtained trom the Director of Recruitment 
Colonial Office, Sanctuary Bu''dings. Great Smith 
Strect,. London, (quoting reference No 
BCD 117 13 04). 


45 


CARDIAC LABORATORY. FELLOWSHIP 
available for climtcal research in cardiology begin- 
ning July 1, 1956 Salary range $3,000 two $4,000 
per annum, depending upon qualifications Appli- 
cations, stating age, academic qualifications and 
experience, and naming two referees, should be 
mailcd immediately to Dr. H. Garficid Kelly, King- 
ston General Hospital, Kingston, Ontario, Canada 

(5402) 


GOLD COAST LOCAL CIVIL SERVICE 
Gold Coast Medical Service 


SPECIALIST OPHTHALMOLOGIST 
required to operate an ophthalmological unit in @ 
major hospital and to study diseases of the cye ia 
the field as and when required Candidates must 
be registered medical practitioners holding cither 
it Fellowship of one of the Royal Colleges of 
Surecons or a Diploma in Ophthalmology, and must 
have had not less than four years’ approved fuall- 
time hospital experience in cy discases, preterably 
under the direction of a fully qualified specialist, 
atter hospital experience in House posts Appoint- 
ment would be to the Gold Coast Civil Service on 
contract for two tours of duty of trom 18 to 24 
months each in the first imstance, with gratuity on 
Satistactory completion of service Bas salary 
scale would be £7.400 to £2,700 a year. Gratuity 
(taxable) would be payable at the rate of £12 10s 
tor cach completed month of service \ candidate 
in the National Health Service may leave the NHS 
but retain his superannuation rights ( ip to @ max 
mum stay of six years). Salary in this case would 
be in the scale £1,900 to £2,200 a vear. and the 
eratuity 20 per cent of the agercgate of the salary 
Starting point in both salary scales is determined 
according to qualifications and experience. Quarters, 
when available, are provided at rental not cxceed- 
ing £150 per annum ; income tax is payable at local 
rates; free passages provided for officer, wife and 
up to three children under 13 years of age. Gener- 
ous home lIcav« Application forms from Director 
of Recruitment, Colonial Office, Sanctuary Build 
ings, Great Smith Street, London, S.W.1 (quoting 
reference BCD 117 13,03) (6245) 


GOVERNMENT OF SEYCHELLES 


MEDICAL OFFICERS 
required for gencral duties in Seychelles Appoint- 
ment on permancnt basis with pension (non. 
contributory) at the rate of 1/600th of the final 
pensionable emoluments for cach campicted month 
of service, or on short term contract with gratuity 
payable on compiction of cngagement Candidates 
in the National Health Service may leave but re- 
tain their superannuation rights during their time 
overseas (up to six years) and receive a gratuity 
(taxable) of 20 per cent of the aggregate of their 
salary on leaving overseas employment, Salary 
scale ranges from £884 to £1,231 10s. a year. Start- 
ing salary according to qualifications and experi- 
ence A temporary, variable, and non-pensionable 
cost of living allowance is also payable, subject to 
a maximum allowance of £121 10s. a year Income 
tax at local rates Private practice is not permiticd 
Quarters, if available, will be provided at a rental 
of 10 per cent of basic salary, up to a maximum of 
fil Ss. a month Free passages are provided in 
both directions for the officer, his wife and family 
up to the cost of three adult fares) Generous home 
leave is granted after cach tour of service Candi- 
dates must possess medical qualifications reenstrabie 
in the United Kingdom. Application forms trom 
the Director of Recruitment, Colonial Office, Sanc- 
tuary Buildings, Great Smith Street, London. S.\W 1 
(quoting reference BCD 117/54 /02) (6200) 


GOVERNMENT OF TANGANYIKA 


SPECTALIST (Child Health) 
required to be responsible for the organization and 
Promotion of child health services throughout the 
territory and to perform such other related duties 
as may be assigned Appointment on contrac, for 
one tour of 30 to 36 months in the first instance 
for which, subject to satisfactory service, a gatuity 
(taxaie) will be payab'e at the rate of 134 per cent 
of salary drawn, excluding allowances Salary in 
the scale £2,000 to £?7.100 a year, plus a owt of 
living allowance of £162 a year. A candidate from 
the Nationa} Health Service would be appointed 
on terms prov:ding for the retention of his super- 
annuation rights. Quarters are gencrally available 
at rental of £150 a year Free passages in both 
directions for officer and wife. up to the cost of one 
adult fare for children Taxation at local rates 
Annual local leave permissible Educational 
facilities are available Candidates must possess 
medical qualifications registrable in the United 
Kingdom and the M.R.C.P. or equivalent higher 
qualification Special experience in child health 
work is necessary. and it is thoueht that candidates 
would normally have the DC.H.. though this is 
not essential Application forms from Director of 
Recruitment, Colonial Office, Sanctuary Buildines, 
jreat Smith Street. London, (quoting refer- 
ence BCD 117 '8 021) (6198) 


NEUROLOGY RESIDENCIES AVAILABLE IN 
6S4-bed university-teaching genera! hospital fully 
approved Salary range $1.920 to $2,520 annually, 
plus lodging. uniforms and laundry Address in- 
quiries to Medical Director, Albany Hospital. 
Albany, New York. USA 
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Overseas (Vacant)—contd. 
GOVERNMENT OF TRINIDAD 
Applications ar nvited from doct with Quali- 
fications gistrat in the United Kingdom for 
ar r as 
Me DICAL OFFIC ER Gente b 
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GREY HOSPITAL 
Greymouth, New Zeatand 
SENIOR SPEC TAL Ist PHY SICIAN 
A Pr stat 
ex ’ t use 
Hokink 
Med 
and ' ( i 
Board. Reefton I ‘ 
In flit th Ph 
Tut itients 
with th \ Tul 
tial a mmodation w be 
tray cx st rd 
in APP t wil dependent 
ch ’ Salary in ac rdance with the Hospita 
yment (Medical) Regulation us fixed by th 
Medical Off Salary Gradine Committ 2 rd 
ing ¢ 1 fication and xperience within the 
ranee £€N 271.690 to £N 272.190 Further partic 
lar n dir pplication to Mr. S. Barclay, Sur 
geon Superintendent, Grey Hospital, P.O. Box 120 
Greymouth N Z.. to whom immediate applicatk 
for post sh ! also be addressed (6164 
ROTATING IENTERNSHIPS (HOUSE PHYSI 
intments ava t at the New M 
Toronto, Canada, tor the vear hi 
1957 This  a& modern h 
Is and 97 bassinettes Approved 
training by the Canadian Medica 
Royal ¢ lege f Phy an and 
mada and the Joint Commission on 
Hospitals Honorarium $100 per 
maintenance Apply the Admin 
sty New Mount Sinai Hospital, 450, University 
Avenu Ontar Canada 
THE UNIVERSITY COLTPCE OF KHARTOUM 
Applications are invited for 
SENIOR LECTURESHIP 
or Q) LECTURESHIP 
in cach of the following: Anatomy. Pathology 
Surecr Medicin Public Health Salary scales 
Anatomy 4 £EL.67S by 7S to 1.975 to 2,090 pa 
(2) byw 75 1750 pa Other posts—(1) 
f£F1.75 by t 1.975 to 2.090 wo 2,170 pa 
@) t&1.3O0 by 75 to 1.825 pa Point of entry 
determined by qualifications and exnericnce Cost 
of living allowan approximately £E140 p.a. Out 
fit allowan £*<0 Passages for appointee and 
intment. termination and 
intment on contract for to 7 years 
with bonus on compliction (one month's 
ach year of service) Terms and cor 
‘ at present nder review Candi 
these posts may apply for secondment 
National Health Service for a period of 
up t thr years under the terme of circular 
letter No. RHB/(*52) 106BG /(52) 101 of Se mber 
30. 1952 Detailed applications copies) 
Maminge three ref be received as soon asx 
possible by Secretary. Inter-University Council fo 
Higher Education Overseas, % Woburn Square 
London, WC! from whom further information 
may be obtained (610%) 
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SOL TH AUSTRALIA 
INSTITC TE OF MEDICAL AND VETERINARY 
SCTENCE 


BACTERIOLOGIST 
from medical graduates 
inical bacteriology The 
ern and well equipped 
Hospital and other hos 
There are opportunities 
ial investigations 
the range #£1.750 
rience Alternative 
are avail 
Bacteriologist 
retire (salary range £2,150 to £2 
Th tor of the Institute will be in 
during April and May and will be available 
full particulars of conditions of service to 
interested Inquiries for an interview or 
written information should be addressed 
Agent General for South Australia 
Australia House, Marble Arch, London 


ASSISTANT MEDICAL 

Applicats are invited 
for this appointment in c 
sborator which are m 
the Royal Adelaide 
pitals and institutions 
for some research and 
The ary «offered is 
wding to exp 
superannuation 
the Medical 


rv 
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to 
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further 
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(5706) 


SUDAN GOVERNMENT 


¢ Ministry of Health. Sudan Government, in- 
applications tor the following posts 
BACTERIOLOGIST 
should have specialist experience in 
Racteriology, and in a reputed Institute Salary 
ranees from £E.1.750 to ££.2.330 per annum (for 
Junior Specialist) or a fixed salary of £E.2.500 per 
annum (for Specialist) 
MALE SPECIALIST SURGEONS AND 
GYNAECOLOGISTS 
Candidates must possess adequate professional quali- 


vites 


Candidates 


fications for the type of post, viz MR.CP 

FRCS..or MRCOG Age should be 28 to 43 
Salary ranges trom £F.1.750 to £E.2.330 per annum 
for Junior Specialists) or fixed rate of £E.2.500 
xr annum (for Spec a'ists) 


Candidates for these posts may apply for second- 
ment from the National Health Service for a period 
of up to three years under the terms of circular 
etter No. RHB (52) 106BG(S52)101 of September 
Ww, 1952 All the above appointments will be on 
Short Term Contracts for a period of up to three 
: and starting rates of pay will be determined 
according to age. experience and qualifications In 
certain cases a cost of living allowance is also pay- 
able at present A Bonus of one month's salary 
for d year of service, subscct to a maximum 
of six months’ pay. is pavabice on satisfactory com- 
piction of contract Outfit allowance of is 
payable when the contract is signed Free passage 
on appointment Annual leave after the first tour 
Further particulars and application form will 
seat on application to Dr. E. P. Pratt, Consultant 
Physician to the Sudan Goverament, 137. Haricy 
Street, London, (6235) 


14, 1956 


APRIL 


PSYCHIATRY RESIDENCIES AVAILABLE IN 


65S-bed university-teaching, general hospital with 
60-bed acute treatment psychiatric unit fully ap- 
proved for three years’ training. Experience includes 
dynamically-oriented psychotherapy with children 
and adults, shock therapies and neurologic training 
Salary range $1,920 w $4,000 annually plus 
laundry, uniforms and room Address inquirics to 
Medical Director, Albany Hospital Albany. New 
York, USA 


THE UNIVERSITY OF NORTH CAROLINA 
The School of Medicine, Chapel Hill, \.C., U.S.A, 


invited for temporary (one 
newable for a further year on satisfacto 
tion of the first) posts of r wh time 
JUNIOR FELLOW IN. HIAIRY 
Salary $3.500 per annum: an whole-ume 
FELLOW IN PSYCHIATRY 
lary $5.000 per annum. Accommodati 
‘rson provided at the L oiversity Schoo! of 
at nomina The appointed Fellow will 
pate in an ecerated training programme tor 
dents in psychiatry, including supervised psy 
th crapy. seminars lectures and rese oppor tuni- 
vaches are in training Duties will 
include service ip the new a In-paticnt 
South Wine and teaching of medical students. Can 
dates for th post n Psy ’ 
hold the D.P.M. of a British University or cquival- 
qualification have years Cx in 
psychiatry, and show evidence of interest in research 
and teaching Pe nal pe choanalysis an 
tage Applications (three copies) for the 
posts, with recommendations of three 
should reach the Chairman, Department of 
atry, U.N.C. School of Medicine, Chapei Hill 
not later than May 1, 1956. Further particulars may 
be obtained trom Dr. D. W. Abse. Director, Psychi- 
atric In-patient Centre. N.C. Memorial Hospital! 
Chane! Hill, North Carolina (99503 
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UNIVERSITY AND RESEARCH 
APPOINTMENTS, ete. 


THE UNIVERSITY Y OF SHEFFIELD 


Applications are inv ted for th post of 
LECTURER IN PUBLIC HEALTH 


andidates 


to begin duties as soon as possib« ( 

should hold a D P.H. or equivalent qualification 
Salary scale £1,000 by £100 to £1,700, with F.S.S.1 

provision and ftamily allowances Initial salary 
according to qualifications and experience Further 
particulars should be obtained trom the Registrar 
to whom applications (cight copies) should be 
semt by May 5, 1956 (6161) 


UNIVERSITY OF EDINBURGH 
Faculty of Medicine 
UNIV (FELLOWSHIPS, SCHOLARSHIPS 
BURSARIES) SCHEME, 1953 


In ana of the above-named Scheme, certain 
funds have been amalgamated to form a Medical 
Faculty Scholarship Fund, from which awards of 
Fellowships and Scholarships will be made under 


the following conditions 
Graduate Research Scholarships 
Four Research Scholarships are offered for award, 


each tenable for one year and, in certain circum 
stances, renewable for a second year. For the first 
year the minimum value of the Scholarships shall 
be £500, and for the second year £600 The 
Scholarships shall be open to graduates in the 
Faculty of Medicine of any University : to eraduates 


in the Faculty of Arts or Science of any University 


who hold an Honours Degree: and to licentiates 
in Medicine. The Scholarships shall not be open 
for award to any applicant who, excluding any 


period spent in National Service, has held a degree 
or licence for longer than three years Those to 
whom awards arc made shall be required to under 
take research work in a Department within the 
Faculty of Medicine The Research Scholarships 
will normally be awarded at the beginning of cach 
academic year in October. 
Graduate Research Fellowships 

Three Research Fellowships are offered 
award, cach tenable for one year, renewable for a 
second year and, in special circumstances, for a 
year, For the first year, the minimum valuc 
Fellowships will be £700: for a second year 
£800: and, where awarded for a third year, £900 
The Fellowships shall be open to graduates in the 
Faculty of Medicine of any University: to gradu 
ates in the Faculties of Arts or Science of any 
University who hold an Honours Degree; and to 
licentiates in Medicine Those to whom awards 
are made shall be required to undertake research 
work in a department within the Faculty of Medi- 
cine. The Research Fellowships will normally be 
awarded at the beginning of cach academic year in 
October Applications for the Graduate Rescarch 
Scholarships or Fellowships (which are to be made 


for 


on the prescribed Application Form. obtainabic 
from the Faculty of Medicine Office on request) 
must be submitted, through the Head of the Depart- 
ment concerned. to the Dean of the Faculty of 
Medicine. University New Buildings, Teviot Row, 
Edinburgh. 8. by April 30 in the year of award, 
and should be accompanied by a statement of the 


work which the applicant proposes to undertake. — 
George L. Montgomery. Dean of the Faculty of 
Medicine, March 31, 1956 (6249) 
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University and Research 
Appointments, etc.—contd. 


ROYAL FREE HOSPITAL SCHOOL OF 
MEDICINE (University of London) 


Applications are invited for the 
ANNIE McCALL POSTGRADUATE FELLOW.- 
SHIP IN MIDWIFERY 
value not less than £1,000, tenable from October 1 
1956, for one year in the first instance Open to 
women medical graduates tor tull-time research 
work in the Obstetrical and Gynaecological Unit 
(Director Miss G Hill, M.A MD FRCS 
F.R.C.O.G.) at the Royal Free Hospital, Applica 
toms (six copies) to the Sccretary at the School 
Hunter Street, W.C.1, not later than May 15, 1956 


(62452) 


THE UNIVERSITY OF LIVERPOOL 


Applications are invited from medically qualified 
candidates tor the post of 
DEMONSTRATOR in the Department of Anatomy 
at a salary of £700 per annum. Applications, stat 
ine age. qualifications and experience, together with 
the names of three referces, should be received not 
later than May 4, 1956, by the undersigned, trom 
whom turther particulars of the conditions of ap- 
po.ntment may be obtained.—Staniey Dumbell 
Registrar (5990) 


UNIVERSITY OF GLASGOW 

LECTURESHIP IN EXPERIMENTAL SURGERY 

Applications are invited tor a Lectureship in 
Experimental Surgery at the Royal = Infirmary 
Salary according to placement on University scale 
for clinical teachers The final maximum on this 
scale is £1,750 per annum FSS1 and tamily 
allowance benefits Applications (12 copies) should 
be lodged, not later than April 30. 1956, with 
the undersigned, from whom further particulars 
may be obtained.—Robt. T. Hutcheson, Secretary 
of University Court (S901) 


PERSONAL 
LADY, 60, SUFFERING FROM MILD PSYCHO- 


logical disorder, requires place to live in doctor's 
home in pleasant surroundings Indefinite period 
Dr. Cecil Eppel. GROsvenor 3206 


NOTICES 


APPLICANTS ARE ADVISED NOT TO SEND 
original testimonials when replying to advertise- 
ments Cepies will answer the purpose quite as 
well, and in the event of their being lost or mis- 
laid no inconvenience will ensuc 


EDUCATIONAL AND LECTURES 


DENTAL AND MEDICAL SOCIETY FOR THE 
STUDY OF HYPNOSIS 


The next Intensive Weekend Course to be held 
by the Society will be on Saturday, May 26 and 
Sunday. May 27 This Study Group is intended for 
members who do not reside in the London area 
The Next Full Course to be held will begin on 
Tuesday, June 14, and will run for seven consecu- 
tive Tuesdays This Study Group includes indi 
vidual tuition Details may be obtained from the 
Secretary, Mr. Dawson Watts, 22, Gordon Road 
Ealing, W.5 (6177) 


INSTITUTE OF OBSTETRICS AND 
GYNAECOLOGY 

An Intensive Course suitable for postgraduates 
preparing for Higher Examinations (M.R.C.0.G 
and M.D.) is being held from June 4 to 16, 1956 
at Queen Charlotte's Maternity Hospital, The 
Chelsea Hospital for Women and the Department 
of Obstetrics and Gynaecology at Hammersmith 
Hospital. The fee for the course is 14 guineas. A 
limited amount of hoste! accommodation ts avail- 
able Applications should be sent to the Secretary 
of the Institute of Obstetrics and Gynaecology. 
Chelsea Hospital! for Women, Dovehouse Strect, 
London, SW 3 (6175) 


INSTITUTE OF OBSTETRICS AND 
GYNAECOLOGY 

A Refresher Course suitable for general practi- 
tioners will be held from Monday, June i8, to 
Saturday. June 23 1956, with attendance at 
Queen Charlotte’s Maternity Hospital, the Chelsca 
Hospital for Women and the Department of 
Obstetrics and Gynaecology at Hammersmith 
Hospital! The fee for the course is £5 ‘Ss 
Limited hostel accommodation is available. Apply 
Secretary. Institute of Obstetrics and Gynaecology 
Chelsea Hospital for Women, Dovehouse Street, 
W.3 (6176) 


BRITISH MEDICAL JOURNAL 


M.R.C.P. MEDICINE. Correspondence coaching for 
MRCP. (Lond.) by highly experienced tutors. A 
new course has been prepared ; up-to-date and in- 
c'uding special help with the clinical examination 
Write: J. Arnold, 189, Regent Street, W.1 


Welbeck Street, London, W.1, provides Cf 
ING tor all Medical Examinations. D.A., 
D.P.M., DO D.L.O., DCH, DMRD.,, 
MRCP, FRCS. M.D. thesis and all 
qualifying cxams by a staff of highly qualified 
Tutors, Honoursmen, and Gold Medallists. Com 
plete Guide to Medical Examinations sent free on 
application, Applicants should state in which 
Qualification they are interested 


ROYAL FREE HOSPITAL SCHOOL OF 
MEDICINE 


Applications are invited from graduates of the 
School tor the 
FLORENCE STONEY PRIZE 
of £25 for an essay on work in connexion with 
cancer Essays to be submitted by May 1S, 1956 
Further particulars trom the Secretary at the School 
Hunter Street, W.C.1 (6253) 


THE UNIVERSITY and the ROYAL FACULTY 
of PHYSICIANS and SURGEONS of GLASGOW 
Post-Graduate Medical Education Committee 


COURSE IN: DERMATOLOGY 

An intensive full-time Course of Dermatology 
designed primarily for General Practitioners, will 
be held in the Glasgow Royal Infirmary from June 
4 to 9, 1956. The fee for the Course is five guincas 
Arrangements are available whereby N.H.S. prac- 
titioners may, subject to certain conditions, recover 
the fee locum and travelling expenses from 
Government sources. Since the number of candi- 
dates for the Course is limited, those wishing to 
attend should make carly application to the Director 
of Post-graduate Medical Education, The University, 
Glasgow, W.2, from whom turther information may 
be obtained (6104) 


THE UNIVERSITY OF LIVERPOOL 
Faculty of Medicine 
Department of Anaesthesia 

A course of postgraduate instruction in Anacs 
thesia. limited to twelve students, will be con- 
ducted at the University of Liverpoo! lasting for 
one academic year and commencing October 1, 
1956 This course gives theoretical and practical 
instruction to students intending to sit for the 
Fellowship of the Faculty of Anaesthetists For 
the purpose of gaining practical experience. the 
students will be found suitable appointments in 
recognized General Hospitals within the Liverpool 
area The tee for the course is £60. Application 
forms may be obtained from the Reader in Anaes- 
thesia, The University, Liverpool, 3, and should 
be returned not later than May 5, 1956 (61645) 


UNIVERSITY OF LONDON 


A lecture on “ The Structure of Dental Tissues, 
with special reference to the Use of Polarized Light 
will be given by Dr. A. Keil (Giessen). at 5.30 p.m 
on April 24 at the London School of Hygiene and 
Tropical Medicine, Keppel Street, Gower Street, 
Admission free, without ticket.—James 
Henderson. Academic Registrar (6118) 


SITUATIONS VACANT 


Caernarvon and Anglesey Hospital Management 
Committee 


Applications are invited for the post of 
Biochemical Technician 
in the Centre Pathology Laboratory at the C. and 
A. Genera! Hospital, Bangor Possession of the 
Associateship of the Institute of Medical Laboratory 
Technology, a degree in chemistry or an equivalent 
qualification essential Salary and conditions of 
service in accordance with Whitley Council agree- 
ments Applications, stating age, qualifications and 
experience. together with the names and addresses 
of two referees, should be sent within two wecks 
of the appearance of this advertisement to the 
Group Secretary, Plas Gwyn, Firiddoedd Road 
Bangor, Caerns (6220) 


Rochdale and District Hosp tal Management 
Committee 


Applications are invited from suitably qualified 

persons for the whole-time post of 
Biochemist (Senior grade) 

to the Rochdale Group of Hospitals. The success- 
ful applicant will be required to work under the 
Consultant Pathologist and to perform biochemical 
estimations and examinations for the hospitals and 
clinics of the Group. Further details may be ob- 
tained from the Group Pathologist, Birch Hill 
Hospital. Rochdale. Commencing salary dependent 
on qualifications and experience, rising t© a maxi- 
mum of £1,230 per annum. Applications, together 
with names and addresses of three referees, should 
be forwarded to the Group Secretary, Central 
Offices. Birch Hill Hospital, Rochdale, Lancs. as 


soon as possible (6156) 


Sandoz Products Lid. 


Due to business expansion Sandoz Products 
Limited invite applications from young men for the 
appointment of Medical Representative in the fo)- 
lowing areas; (a) Cambridgeshire, Huntingdonshire, 
Norfolk and Suffolk, (b) South Wales, including 
South Welsh counties and Monmouthshire, (c) 
Oxtordshire, Berkshire, Buckinghamshire, North- 
amptonshire, and Wiltshire, (d) Glasgow and North- 
West Scotland, (c) Aberdeen and North-East Scot- 
land Attractive salary Superannuation scheme 
in operation Thorough training given Age not 
exceeding 32 Applicants should be pharmacists 
Please send full details of age, education, qualifica- 
tions and expericnce, with photograph (which will 
be returned), to Staff Manager, Sandoz Products 
Limited, 134, Wigmore Street, London, W.1. (6015) 


PHARMACISTS, DIETITIANS, 
DISPENSERS, NURSES, ETC, 
VACANI 
Dispenser Receptionist required for firm of 
Doctors near Northampton Two Dispensers em- 
ployed Hall or unqualified with dispensary ex- 

perience Box 4541, B.MJ 
Qualified Lady Dispenser /Bookkeeper required 


May Semi-rural practice Furnished accommo- 


. dation available Salary by arrangement Apply 


Dr. Maurice Lee, Danbury, near Cheimstord 


AVAILABLE 
Dispenser, Hall Certificate, experienced, requires 
post Hospital or general practice Locums con- 
sidered —Box 4542, B.MJ 


RECEPTIONISTS, SECRETARIES, 

TYPISTS, HOUSEKEEPERS, ETC. 

The engagement of persons answering these adver 
tisements must be made through a Local Office of 
the Ministry of Labour or a Scheduled Employment 
Agency if the applicant is a man aged 18 to 64 
inclusive, or a woman aged 18 to 59 inclusive. 
unless he or she, or the employment, is excepted 
from the provisions of the Notification of Vacancies 
Order, 1952 


VACANT 

Consultant Ophthalmic Surgeon requires experi- 
enced secretary Haricy Street.—Box 44516, BMJ 

Secretary -book-keeper, female, resident if desired. 
Shorthand Apply, Matron, Mount Picasant Nurs 
ing Home, Victoria Road, Clevedon, Somerset 

AVAILABLE 

Couple, middle-aged, excellent references, seck 
position of trust, as caretakers of doctors’ premises. 
Moderate salary Unturnished accommodation.— 
Box 4543, BMJ 

Doctor's Receptionist, 4) years’ experience, aged 
28 vears, requires position preferably in West 
Country.—Miss Valerie Pritchard, Odell Court 
Hotel, Minehead. Phone Minchead 835 

Would medical man, no family, offer home and 
nominal salary to lady in return for cooking, secre- 
tarial, driving, housekeeping. Last situation seven 
years with surgcon. South Coast preferred. Perm- 
anency.—Box 4531. B.MJ 


Applicants requiring testimonials, theses, copied 
or duplicated. should communicate with Manton 
Secretarial Service, Ltd.. 98. Victoria Street, S.W.1 
(Victoria 0141), who are specialists 

Thoroughly-trained Temporary or Permanent 
Medica! Secretarial Staff may be engaged through 
Brook Street Bureau of Mayfair, Ltd, 59, Brook 
Street, W.1 MAY 

Typewriting and Duplicating. First-class work, 
Electric typewriters Moderate.—Sybil Rang, 21. 
Heath Street, N.W.3 HAM 4329 


CONSULTING ROOMS, ETC. 
AVAILABLE 


Consulting Room available, Place Nurs- 
ing Home, Shrewsbury Receptionist Telephone 
and al! facilitics.Secretary, 13a. College Hill, 
Shrewsbury 

Harley Street, furnished C Iti Room. 
100 guineas per session per year, inclusive.—Box 
4528 BMJ 

Wimpole Street: Ground floor Consulting Room 
in quiet well-run house, available for consultant 
June.—Telephone: WELbeck 0476 


HOUSES AND PROPERTY FOR SALE 


The possibility of opening up a practice is NOT 
implied by the appearance of an advertisement 
under this heading. 


erlooking Regents Park. Just on the market. 
A delightful Sth Floor Flat in a well-known build- 
ing 2 reception rooms, S bedrooms, bathroom. 
Separate cloakroom, kitchen. No central heating, 
but every other amenity. ‘} year lease at £825 per 
annum inclusive. £1,500 or offer for lease, good 
carpets and curtains, etc.—Agents : Messrs. Knight 
Frank and Rutley, 20, Hanover Square, London. 
W.1. MAYtair 3771. 
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Houses and Property for Sale-—contd HOTELS 

ANGLER'S PARADIS! SOLTHERN LEAKE 
F HOTEL, Wat ite, Co. Kerr Ireland, \ Bronze Nameplates send sive lettermy tor 
ars: M M t, N.W Et Ston 2 
CENTRAL WALES ABERNANI LAKE Bronze Name ates with “cream enamel letter- 
Finest Position in the HOTEL. Wells 
Institutional Centre ot Microscopes ‘Highest prices paid tor 
London tion Hea I Rond 
CORNWALL OVERLOOKING SEA A SAFE Naame plates, Bronze, Brass, Plastic. Sketch and 
A A R Af iu Midd HAR 
ANDREWS, Port Isaac Name Plates in Bronze, Brass and Plastic, ete 
Phone 240 Sketch i om & 
CRUISES AND LOURS GR Anges 24 
eel SPECIALLY CHOSEN HOLIDAYS FOR 
‘ Not juced AGENTS 


esidential accommodat = MEDICAL PRACTICES 
d Holida Irave Ltd ADV ISORY Bl RE Al 


d Buildings, Tratalgar Square APPOINTMENTS INFORMATION SERVICE 
apply | her particulars from Boy L onde W.C.2 Doctors kins rmation Openings in 

Vv heid medical pract 
BMJ le ephone WHI ehall 4114 partn 
widres<s enquiries ft th Media Director 

Med Practices Advisory Burcau, at 

NURSING HOMES FOR SALE MOTOR CARS, HIRE, 

Provincial Private Mental Hospital for «ule 195i. Jensen Interceptor Cabriolet, 105 m.p.h Telephone number: EUSton $601 /2. 

46 BM aumber: Deansgate 3691. 
7. Drumsheugh Gardens, Edinburgh, 5. tele 
Auto House offer sumber deliveries at phone number : Central 7184. 
OMMODATION as interest rates | 234. St. Vincent Street, Glasgow, tele 
proven essential user-members of the Med 
(€ ons alescence Holidays, ete.) B ai apt tion forms tree phone number $6.46. 
BACHELOR ELAT ROOMS, FURNISHED vd “Wii 
t M Road | n 
Rued. Renown PERC IV TURNER. LTD. 
WANTED MISCELLANEOLS MEDICAL AGENCY (Est 
We SECRETARIES WHITH HOSPITAL EN Apparatus: 400 mA generator, 4 valve Practices Partnershit negotiated Assistants 
partef tr desk =Motor driven tilting tat ex with and without view Tr Locums supp 

t fator, tomograph and va 25. Maiden Lane, Strand, w.c.2. Telephones 
“44. BM Ing | ndition.--Box 4546, BMJ ' TEMple Bar 9011) Night) Walton-on-Tham 


ARCHIVES OF DISEASE CHILDHOOD 


April, 1956. Vol. 31, No. 156 
PHAEOC HROMOCYTOMAS IN CHILDHOOD. HYDRONEPHROSIS IN INFANCY. 4. 2. 
J. wand Alan William 4 HISTOCHEMICAL STUDY OF PULMONARY 
\ STUDY OF SERUM BILIRUBIN LEVELS HYALINE MEMBRANE. Ff. Duran-Jorda, A 
IN RELATION TO KERNIKTERUS AND Holzel and W. H. Patterson 
PREMATURITY. Thomas C. Mever RADIOLOGICAL FINDINGS IN THE LUNGS 
RECOGNITION OF PRIMARY TUBERCLU- OF PREMATURE INFANTS, Fawcitr 
LOUS INFECTION OF THE MOUTH. J SINGLE POLYP OF THE LARGE INTESTINE 
Boves, J. D. T. Jones and F, J. W. Miller IN CHILDHOOD. J. R. Hughes, R. 7. Jenkins 
WHOOPING COUGH ENCEPHALITIS. 4. L. and D. E. Sturds 
Woolf and H. Caplin BLOOD PRESSURE IN) THE NEWBORN 


ESTIMATED BY THE FLUSH METHOD. 


HY DROPS FOERTALIS SUCCESSFULLY John O. Forfar and Maurice A. Kibel 


IREATED BY EXCHANGE TRANSFUSION. 


Josephine Cook CO-EXISTENT APLASTIC ANAEMIA AND 
COARCTATION OF THE AORTA. J. P 
LARYNGEAL STENOSIS WITH TRACHEO- y 


STOMY TREATED BY HEMI-LARYN- an 
GECTOMY AND RECONSTRUCTION OF SUBCUTANEOUS EMPHYSEMA COMPLICA- 


LARYNGEAL ORIFICES. S. Sharp TING ASTHMA. J. R. K. Henr) 
ALEBSIELLA PNEUMONIAE (FRIEDLANDER’S CLINICAL =ASPECTS OF CONGENITAL 
BACILLUS) INFECTIONS IN INFANCY. Béla TUBERCULOSIS. F. P. Hudson 
Steiner and Gyula Putnoky STL DIES IN A CASE OF RENAL RICKETS.” 
ACUTE GLOMERULONEPHRITIS IN IN. Kenneth Sinclair 
FANCY. 7. N. Fison EXOMPHALOS. A. A. Cunningham 


Yearly Subscription (6 Numbers) £3 3s. U.S.A. $11.00. Single Numbers 12s. 6d. 
From the Publishing Manager, B.M.A. House, Tavistock Square, London, W.C.1 


Published by the Proprictors he Brittsh Medical Association. Tavistock Square, London. W C1, and printed by Fisher ee ~ & Co. Lid 
The Garnsboroush Press, St Albans. Printed in Great Britain Emtered as Second Class at New York, US Post Office 
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CHARGES FOR CLASSIFIED ADVERTISEMENTS 


(Revised JULY 1, 1951.) 


To economize in paper, bookkeeping entries, and avoid delay, please send.payment with the advertisement 
Advertisement Direc‘ or, 
“ British Medical Journal,” 
B.M.A. House, Tavistock Square, London, W.C.1. 
Members should include the word “ MEMBER ™ underneath their signature. 
Every effort will be made to include Hospital and ‘* Small 


advertisements in the forth- 
eS they reach this office by not later than first post on the THURSDAY of the week 
@ date of issue. 


Cancellation of advertisements cannot be accepted if received after 10 a.m. on the Monday prior 
to date of issue (issues affected by public holidays excepted), 


DO PLEASE WRITE ADVERTISEMENTS AND 
NAME AND ADDRESS CLEARLY IN BLOCK LETTERS 
APPOINTMENTS 7} 


HOSPITALS 
PUBLIC HEALTH 


SITUATIONS Minimum charge £1 16s. for 4 lines (display rules 


unas 5 RSITY AND counting as lines). 9s. a line thereafter. 
RESEARCH Box number address forms part of the advertise- 
od ax { ment and counts as 6 words (I line). An additional 
LECTUR Is. is charged to cover box fee and addressing and 


SCHOL ARSHIPS AND 
STUDENTSHIPS 

NURSING HOMES 

PRACTICES (Exec. Councils) J 


postage of replies. 


PRACTICES 
With Box With name 
LOCU a ds 19s. charge 18 words 18s. (minimum 

for use of members only) Additional words: 6s. for each 6, or less 
D SPE NSERS 
DIETITIANS NON-MEMBERS—PER INSERTION 
NURSES With Box No. With name and address 
HOUSEKEEPERS 12 words 23s. 6d. (min. charge) 18 words 22s. 6d. (min. charge) 
RECEPTIONISTS » Ws. 
SEC.-TYPISTS 24 (38s. 6d. 37s. 6d. 
MOTOR CARS Additional words: 7s. 6d. 1 or each 6, or less 
MISCELLANEOUS J 
PERSONAL 7} 
NOTICES 
MEETINGS PER 
COMMERCIAL APPTS. With Box Ni With name and address 
HOTELS + 12 words 37s. (minimum charge) b+} words 36s. (minimum charge) 
CRUISES AND TOURS 18 » 49s. » 48s. 

MOTOR CARS (TRADE) 24 » 60s. 
MISCELLANEOUS Additional words: 12s. for each 6, or less 

(TRADE) 
ATION 


(Convalescence, etc.) PER 


CONSU LTING ROOM With Box No. With name and address 
HOUSES, ETC ' 12 words =. (minimum charge) S words 27s. (minimum charge) 
NURSING HOMES FOR SALE { 18 M » 36s. 
SECRETARIAL AGENCIES %0 45s. 
PING AND ! Additional words: 9s. for each 6, or less 
DUPLICATING j 
DISPENSERS PER INSERTION 
NURSES } With Box 2Jo. With name and address 
HOUSEKEFPERS seeking t 12 words 13s. (minimum charge) | 18 words 12s. (minimum charge) 
SEC.-TYPISTS 


Additional words: 4s. for each 6, or less 


MEMBERS ABROAD. Copies of vacancies advertised in the Journal can be sent by AIR MAIL. 
| we minimum cost is 3s. per week, which covers up to three separate headings: addit headings 
Is. each. Please state type of vacancy and remit to the Advertisement Director, B.M_J. 


t to ensure the acy of advertisements appearing in the Journal. No recommendation 
is Pana A. perbedn ou the British | Medical Association reserves the right to refuse or interrupt the insertion 
of any advertisement. 


REPLIES TO BOX NUMBERS. The names and addresses of advertisers under box numbers are held 

by us in strict confidence and cannot be disclosed. Each Box No. should be addressed copanaeety ‘= or 

more replies can be enclosed in one envélope, addressed to the Advertisement Director y will be 
forwarded to the advertisers in plain envelopes. 


Advertisemen Journal, B.M.A. House, Tavistock Square, London, W.C.1. 
Telegrams: Britmedads, Westcent, London. 


HOMES 


BRACKLEY HOUSE LTD., 
BROADOAK PARK 
WORSLEY, NR. MANCHESTER 


Private Nursing Home pleasantly situated in own 
spacious grounds, Remedial, Therapeutic, Dietetic, 
Diathermy and Physiotherapy. Provision for post- 


operative and c ence, also of out 
patients Fees from 10 gns. Apply Matron 
SWinton 4254. 


NORTHUMBERLAND HOUSE 
For Voluntary and Certified patients, now at 235-7. 
Ballards Lane, N.3. Tel.: Finchley 5283. Med Supt.. 
R M. Riggall, Mem. Brit. Psycho-Analytical Socy 


‘iliness 


WYKE HOUSE, ISLEWORTH, MIDDLESEX 

A Private Hospital for individual treatment of 
all forms of Nervous and Mental Iliness including 
Alcoholism. Voluntary ead certified patients of 
both sexes are admitted and particular attention 
is given to the needs of the aged. Apply, Resident 
Medical Superintendent. Tel: EALing 7000. 


CHISWICK HOUSE, PINNER, MIDDLESEX 
Telephone : Pinner 234 

Private Nursing Home for Mental and Nervous 
Voluntary, Temporary and patients under 
certificate are received. All modern forms of treat- 
ment. Two country houses in adjoining grounds of 
5 and 6 acres respectively, 12 miles from London. 
Fees from 15 guineas according to medical and 
nurs'nz attention. — Douglas Macaulay, M.D., 
D.PM. 


ST. ANDREW'S HOSPITAL, NORTHAMPTON 
for Nervous and Mental Disorders 
President: The Earl Spencer. Medical Supt.. 
Thomas Tennent, M.D., F.R.C.P., D.P.H., D.P.M 
This Registered Hospital is situated in 130 acres of 
park and pleasure grounds. Voluntary patients who 
are suffering from incipient mental disorders or who 
wish to prevent recurrent attacks of mental trouble. 
temporary patients and certified patients of both 
sexes are received for treatment. Careful clinical, 
biochemical, bacteriological and pathological exam- 
inations. Private rooms with special nurses, male or 
female, in Hospital or in one of the numerous villas 
in grounds of the various branches can be provided. 
MOULTON PARK.—Two miles from the main 
Hospital there are several branch establishments and 
villas situated in a park and farm of 650 acres 
Milk, meat, fruit. and vegetables are supplied to the 
Hospital from the farm, gardens, and orchards of 
Moulton Park. Occupational therapy is a feature 
of this branch and patients are given every facility 
for occupying themselves in farming, gardening and 

fruit-growing. 

WANTAGE HOUSE.—This is a Reception Hospital 
in detached grounds with a separate entrance to 
which patients can be admitted. It is equipped with 
all the apparatus for the complete investigation and 
treatment of Mental and Nervous Disorders by the 
most modern methods: insulin treatment is avail- 
able for suitable cases. It contains special depart- 
ments for hydrotherapy by various methods, includ- 
ing Turkish and Russian baths, the prolonged 
immersion bath, Plombitre’s treatment, etc. There 
is an Operating Theatre, a Dental Surgery, an X- 
ray Room, an Ultra-Violet Apparatus, and a de- 
partment for Diathermy and High-frequency treat- 
ment. It also contains Laboratories for biochemical, 
bacteriological and pathological research. Psycho- 
therapeutic treatment is employed when indicated. 
BRYN-Y-NEUADD HALL.—The seaside house of 
St. Andrew's Hospital is beautifully situated in a 
Park of 330 acres at Lianfairfechan amidst the 
finest scenery in North Wales. On the North-West 
side of the Estate, a mile of sea-coast forms the 
boundary. Patients may visit this branch for a 
short seaside change or for longer periods. The 
hosp'tal has its own private bathing house on the 
seashore. There is trout-fishing in the park. 

At all the branches of the Hospital there are cricket 
grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, 
golf courses, and bowling greens. Ladies and 
gentlemen have their own gardens, and facilities 
are provided for handicrafts such as carpentry, etc. 
For terms and further particulars apply to the 
Medica! Superintendent (Telephone No.: North- 
ampton 4354 (3 lines) ), who can be seen in 

by appointment 


CHEADLE ROYAL, CHEADLE, 
CHESHIRE 


Registered Mental Hospital 
President : 
The Right Hon. The Earl of Derby, M.C. 
Medical Superintendent : 
W. V. Wadsworth, M.Sc., M.B.. M.R.C.P., D.P_M. 

This hospital receives ali types of patienis who 
are suffering from psychological and senile illnesses. 
it has recently been extensively redecorated and 
central heating has been installed throughout, 
making it one of the most luxuriously appointed 
hospitals in the country. Private rooms, with 
special nurses, can be provided 

All patients receive very careful and —- 
clinical and pathological investigation, the 
modern psychiatric treatment is available, including 
deep insulin therapy. Psychotherapeutic™ treatment 
is employed in suitable cases. 

OCCUPATIONAL THERAPY is a _ special 
feature of the hospital and there are excellent 
facilities for indoor and outdoor recreation—tennis, 
cricket, croquet, badminton, billiards, cinema. 
television, etc. 

GERIATRIC UNITS for mild cases of senility 
are provided where patients can pursue as normal 
a life as possible. 

The hospital is situated in Pa acres of pease 
Cheshire parkland, and yet is only 9 miles from 
Manchester 

GLAN-Y-DON is the hospital's convalescem 
home overlooking the sea at Colwyn Bay. It is 
extremely comfortable and well appointed has 
its own farm and market garden. 

For terms and further particulars, 
Medical Superintendent. Telephone : ATLEY 
2231. 


SPRINGFIELD HOUSE, sear BEDFORD 
"Phone: Bedford 3417 

For Mental Cases (including the aged). Fees 
from nine guineas per week. For forms of admis- 
sion, etc., —_ to the Resident Physician, Cedric 
W. Bower. Interviews in London by appointment. 


THE HERMITAGE, TWYFORD, BERKSHIRE 

A country house Nursing Home for treatmem of 
Neurosis and Addiction. Brochure from Resident 
Physician, Tel.: 53. 
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NEW 


Ritalin 


(phenyl-cx-piperidyl) -acetic acid methyl ester hydrochloride 


AN ENTIRELY NEW CENTRAL STIMULANT FOR 
GENERAL DEBILITY * MENTAL AND PHYSICAL FATIGUE 
POST INFLUENZAL DEPRESSION * CONVALESCENCE 
NOT AN AMPHETAMINE DERIVATIVE *® NO PRESSOR ACTIVITY 
DOES NOT IMPAIR APPETITE NOR PRODUCE AGITATION 
Tablets of 10 mg. in bottles of 25, 100 and 500. 


C IBA 


* Ritalin’ ts a registered trade mark. Registered user ¢ 
Telephone : Horsham 4921 CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX. Telegrams : Cibalabs. Horsham. 


Nutritional 
needs in 


convalescence 
Powe achievement... 
George VL 


Convalescents in general require a full well- . 

balanced diet. Specific needs vary with 

individuals, but it is always important to 

ensure an adequate supply of all the essential DOUBLE 
nutrients. It is now known also that it is 

specially necessary to build up a nutritional CENTURY 
reserve before operation. Lack of proper “Double Century” is the 
attention to nutrition may be one of the cherry of oll shervics, Some 


factors causing a delayed recovery. are too dry; some too sweet. 


As a dietary source of the B vitamins Marmite 
to suit all tastes, selected 


has proved particularly useful, as it can 

readily be included in the menu in a variety 200th wD, derma ee 
of ways. house of Pedro Domecq. 

Try a bottle or a glass today 


MARMITE 


yeast extract The finest of Sherries obtainable through your usual channels of supply. 
contains Sole Importers (Wholesale only) Luis Gordon & Sons Lid.,48 Mark Lane, London, E.C3 


tak Remembering the delicious ‘CELEBRATION CREAM 
Special terms for packs for hospitals, welfare centres and schools a 06 the exquisite dry “FINO LA INA’ 


Literature on request 
5503 MARMITE LIMITED, 
ng Lane, London, E.C 
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